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This might solve your problem . . . but there’s a simpler and more practical way to make the most of 





your personnel. You can eliminate the many hours of work involved in the use of ordinary venoclysis ry 
equipment by adopting Abbott’s completely disposable venoclysis unit—VENoPpAK—with Abbott Bu 
Intravenous Solutions. VENopPAK is ready for use the instant you open the package. It has never been bt 

; ; Ss 

used on a previous patient. There is no need to preassemble, no worry about pyrogens B. 

and cross-infection, no sterility problem, no diverting of personnel to cleaning and resterilizing o 

afterwards. Just use it once, then throw it away. ¢ VENOPAK is a complete, sterile Ad 

and easy-to-use venoclysis unit adaptable to a variety of hookups. Each unit consists & | 

' : ; : . . ; 16 

of a dispensing cap, air filter, Murphy drip, plastic tubing, pinch clamp and needle adapter— 60 

a combination that saves time, money and labor. Ask your Abbott representative = 

to arrange for a demonstration of VENoPAK and Abbott’s ampoule-standard solutions Ad 

—or write to Hospital Division, ABBotr LaBoratories, North Chicago, Ill. anc 

rec 

al. of | 

Sub 

al | 

USE : 

Sin 

Che 

Intravenous Therapy Film A lial clu 
: ” ane inc! 

A new color film on ‘Modern : wer 
Trends in Intravenous Ther- Oth 
Le ee 1" ite 
apy”’ is available to hospital and ABBOTT Intravenous Solutions "a 
groups. Arrange for a showing ing 

by writing to Hospital Divi- tal 
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VISIBLE 
INVENTORY 
RECORDS 
PROVIDE 


Hospital administrators face substan- 
tially the same problems in the efficient 
management of inventories as do man- 
ufacturers and distributors of mer- 
chandise. This booklet, How to Get 
Profits from Inventories — 24 pages 
of vitally important information on 
scientific inventory control, is available 
to YOU—ABSOLUTELY FREE. In 
it you'll find analyses and illustrations 
of the principles which are saving 


countless business organizations thou- 
sands of dollars each year — princi- 
ples that will help you achieve greater 
economy in administration. Send for 
it today: write Systems Division, 315 
Fourth Avenue, New York 10, N. Y. 


Copyright 1949, by Kemington Kand Inc. 


THE FIRST NAME IN RECORD SYSTEMS 


HOSPITALS. 

















(full daily adult 


requirement). — 


C Well tolerated amino 


r acids for replacement _ 
5 OR protein lost through — 
oe burns, injury, surgery, 
: -gastro-intestinal disease ~ 
-andinanition. = 














MARCH 1949, VOL. 23 








Hospital Association and Mbied Meetings 





American Hospital Association 51st Annual Convention—September 26-29, 1949; Cleveland. 


REGIONAL MEETINGS 


Association of Western Hospitals—May 9- 
12; San Francisco (Civic Auditorium). 


Carolinas-Virginias Hospital Conference— 
April 21-22; Asheville, N.C. (George Vaia- 
derbilt Hotel). 

Maryland - District of Columbia-Delaware— 
November 14-15; Wilmington, Del. (Du- 
Pont Hotel). 


Mid-West Hospital Association—April 26-28; 
Kansas City (Municipal Auditorium and 
Hotel President). 


Middle Atlantic Hospital Conference—May 
18-20; Atlantic City (Convention Hall). 


New England Hospital Assembly—March 28- 
30; Boston (Statler Hotel). 


Southeastern Hospitals Conference—April 
27-29; Biloxi, Miss. (Buena Vista Hotel). 


Tri-State Hospital Assembly—May 2-4; Chi- 
cago (Palmer House). 


Upper Midwest Hospital Conference—May 
26-28; Minneapolis (Nicollet Hotel). 
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Booths 55 & 56 


PURITAN COMPRESSED GAS CORPORATION 


CHICAGO 


ATLANTA BOSTON 


NEW YORK 


BALTIMORE 
DETROIT 


Visit us at MIDWEST HOSPITAL CONVENTION 


st. LOUIS 
Puritan Maid” Anesthetic, Resuscitating and Therapeutic Gases 
and Gas Therapy Equipment 


PURITAN DEALERS IN MOST PRINCIPAL CITIES 





Medical gases—life giving prod- 
ucts bought sight unseen—yet 
relied upon so completely for 
their qualities! Among these, 
‘the Puritan Maid label on gas 
cylinders stands as your visible 
assurance of dependability 
of contents. 
Proved by performance 
for more than a third of a 
century,the purity and reli- 
ability of Puritan Maid 
Gases have been estab- 
lished in the medical 
field ... the outstand- 
ing reason why, 
when you buy 
PURITAN, 
you buy with 
CONFIDENCE. 
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Kansas City, April 26-28 


CINCINNATI DALLAS 


ST. PAUL KANSAS CITY 





STATE MEETINGS 


Arkansas—May 16-17; Little Rock (Marion 


Hotel). 


lowa—April 22; Des Moines (Fort Des Moine 
Hotel). 


Kansas—November 3-4; Topeka (City Audi 
torium). 


Kentucky—March 30-April 1; Louisville 
(Kentucky Hotel). 


Louisiana—April 15-16; Alexandria (Hotel 
Bentley). 


Massachusetts—March 28; Boston (Statler 
Hotel). 


Montana—October; Great Falls (Rainbow 
Hotel). 


Ohio—March 23-26; Columbus (Neil House). 


Ontario—October 31-November 2; Toronto 
(Royal York Hotel). 


Tennessee—March 17-19; Nashville (Andrew 
Jackson Hotel). 


Texas—April 19-21; Galveston (Buccaneer 


Hotel). 
OTHER MEETINGS 
American Association of Medical Record 


Librarians—September 26-29; Cleveland 
(Hotel Hollenden). 


American Association of Nurse Anesthetists . 


—September 26-29; Cleveland. 


Annual Conference of Blue Cross-Blue Shield 
Plans—April 17-21; Hollywood, Fla. (Holly- 
wood Beach Hotel). 


American College of Hospital Administrators 
—September 24-25; Cleveland. 


American Medical Association Annual Ses- 
sion—June 6-10; Atlantic City. 


American Protestant Hospital Association— 
September 23-24; Cleveland. 


Catholic Hospital Association—June 13-17; 
St. Louis (Kiel Auditorium). 


INSTITUTES 


(For additional information address Associa- 
tion headquarters, 18 E. Division Street, 
Chicago 10.) : 


Institute on Hospital Dietetics—March 14-18; 
Biloxi, Miss. (Buena Vista Hotel). 


Institute for Medical Record Librarians— 
April 4-8; Buck Hill Falls, Pa. (Buck Hill 
Falls Inn). 


Institute for Hospital Engineers—April | 1-15; 
Buck Hill Falls, Pa. (Buck Hill Falls Inn). 


Institute on Hospital Purchasing—April !8- 
22; Washington, D. C. (Wardman Park 
Hotel). 


Conference on Basic Accounting and Busi- 
ness Office Procedures—April 25-26; Kan- 
sas City (Hotel President). 


Institute on Hospital Laundry Management 
—May 16-20; Chicago (Knickerbocker 
Hotel). 
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... You'll want to 


i itaallalelicMmel hiastelet-ve mm icvanlallacwmelale| 
equipment with 


POUR-0-VAC SEALS 


the modern, reusable hermetic closure 
for sealing, storing, handling and con- 
serving surgical fluids. 




























THESE FACTS ARE CONVINCING... 


Pour-o-vac Seals eliminate the possibility 
of sterile water contamination caused by 
intake of bacteria-laden dust . . . avoids 
contamination by unfiltered air. 





They serve a secondary function of provid- 
ing a dustproof seal for remaining fluid 
when only the partial contents of a con- | 
tainer are used. Of importance, they are 
interchangeable with all Fenwal 3000, 
2000, 1000 and_500 nl. containers. 


In permitting contents to be stored for long 
periods under vacuum . . . periodic testing 
for sterility without breaking the hermetic 
seal . . . pouring of contents from a non- 
drip sterile lip, Pour-o-vac seals eliminate 
the wasteful, time-consuming and ques- 
tionably scientific method of sealing with 
gauze, cotton, paper, string and tape. 


ALSO INVESTIGATE—Fenwal Automatic 
Washing Units, capable of accommodating and 
thoroughly cleansing 4 containers in 30 seconds. 


Heaoouarrers FOR SCIENTIFIC 
GLASS BLOWING, LABORATORY 
AMD CLINICAL RESEARCH AP- 


PARATUS, REAGENT CHEMICALS 


k ORDER TODAY or. write immediately for 
further information 





MACALASTER BICKNELL COMPANY 


243 Broadway Cambridge, Massachusetts 
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In bright, spacious laundry department, are two 
NORWOOD CASCADE Washers, left. 4-Roll 
STREAMLINE Ironer, right, irons all linens. 


American Extractor, right, removes water from 
washed work. Pieces not to be ironed, go to 
ZONE-AIR Drying Tumblers, left. 


All uniforms and staff’s personal apparel are 
neatly ironed on this SUPER-ZARMO, SUPER- 
ZARMOETTE Press Unit. 
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Problem 


To insure efficient operation of expanded fa- 
cilities from the start, Orthopaedic Hospital 
decided to modernize the laundry department 
first. Question: What size and type equipment 


Solutiou 


Hospital called in our Laundry Advisor. He 
carefully analyzed present and anticipated re- 
quirements. Based on his findings and expe- 
rience, he submitted recommendations and a 
suggested laundry layout. Latest, cost-reducing 
machines were installed in a new building. 


Kesults 


Plentiful flow of sterile-clean linens meets all 
requirements of increased hospital facilities. 
Laundering quality is outstanding. Equipment 
requires less operator effort; working condi- 
tions are improved. 


Large or small hospitals may obtain the service 
of our Laundry Advisor, without cost or obli- 
gation. WRITE TODAY. 


Every Department of the Hos- 
pital Depends on the Laundry 





Your hospital will benefit by se- 
lecting from American's complete 
line of most advanced & produc- 
tive hospital laundry equipment. 








Your President Foports 


HE Mip-YEAR CONFERENCE of 

Presidents and Secretaries of 
State Associations was the most 
significant event in the past month. 
This annual meeting, February 4 
and 5, was attended by 127 repre- 
senting 41 states and provinces. 
The attendance was most gratify- 
ing and no doubt was indicative of 
the interest in and universal con- 
cern about the trends that are in 
evidence in the health field. 

The staff in planning the pro- 
gram had anticipated that those in 
attendance would want some clar- 
ification of these matters. George 
Bugbee’s presentation of ‘National 
Problems Confronting Hospitals 
Today” was a concise exposition of 


the development and nature of the 
present agitation for compulsory 
health insurance. 

He showed that the trend has 
been in the course of development 
for 10 years or more; that bills 
have been introduced repeatedly 
by members of the Congress. He 
pointed out how the American 
Hospital Association through its 
officers and councils has sought to 
direct the trends into channels that 
were in harmony with sound prog- 
ress. 

He showed that the Association 
program, as repeatedly presented 
to the public and in the process of 
development, will give the Ameri- 
can people everything they now 
ask without impairing quality of 
care and endangering the system 
which over the years has created 








A woman in black 


hospital can show a profit 


f= 
Ps 


\ el 


She’s an exceptional administrator .. . 
and has gained her experience and abili- 
ty from the ground up. 


who knows how a 


ages and high prices, our hospital is 


ww, 
Ris. Tribute to her is ably summed up in 
Ln i= this testimonial—“Despite critical short- 


still operating at a profit! She has man- 
aged always to keep us in the black; 
meanwhile raising standards and expand- 
ing our services ten-fold.” 


Somewhere, a new challenge awaits 
this remarkable woman. Her personality 
matches her ability . . . and it is with 
pride that we add our recommendation. 


Please call or wire us immediately for 
complete details. Negotiations strictly 
confidential. 


BURNEICE LARSON, Director 


Vv 


THE MEDICAL BUREAU 
Palmolive Bldg. at 919 N. Michigan Ave. 
CHICAGO . ILLINOIS 








a health service without parallel 
anywhere in the world. 

The assembly was assured that 
the officers of the Association will 
continue to promote the policies 
that have been approved. 

kkk 

It seemed to me that the confer- 
ence was less formal than it has 
been in earlier years and that par- 
ticipation was more general. As a 
result, subjects that otherwise 
might not have reached the floor 
were presented and disposed of 
with benefit to all. One could not 
help but be impressed by the evi- 
dences and quality of leadership in 
the state associations. 

The Mid-Year conference is not 
an action meeting; nevertheless, 
those present did express approval 
of the Voorhees report to the Hoo- 
ver commission in so far as it rec- 
ommends better coordination of 
the various hospital systems of the 
country and the subsequent action 
of the administration in limiting 
expansion of the veterans’ system. 

They also expressed the opinion 
that the national public informa- 
tion program that was proposed in 
September and again in October 
should be undertaken and pro- 
moted with vigor. There was nearly 
unanimous agreement that the state 
officers should reactivate interest 
immediately in their constituencies 
and bring the necessary support to 
the national body. 

xk 


The last sessions were held in 
connection with a luncheon on 
Saturday. The subject was, “Re- 
sponsibility of State Associations 
for Development of Blue Cross 
Plans.” Tony Rourke presided. 
Considering the fact that Tony is 
from California it was inevitable 
that he should allow himself a ref- 
erence to weather. Florida at once 
came to the rescue. 

The session was brisk and use- 
ful. There is much evidence that 
the developments that have taken 
place during the last year and the 
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=. outstanding scabicidal 
and pediculicidal proper- 
ties of Kwell Ointment were 
again reaffirmed in a recently 
: reported study. Cannon and 
McRae! treated 100 cases of scabies and achieved 
clinical cures in all patients. Sixty-one patients re- 
quired but one application, 36, two applications, and 
the remaining 3, three applications. Subjective relief 
was apparent in 2 to 3 hours in a few patients, and was 
complete in 24 to 48 hours in half the patients. No 
instance of dermatitis was observed, and no evidence of 
sensitivity was obtained on subsequent testing. Kwell 
Ointment was applied in the presence of secondary 
infection without adverse results; in fact, control of the 
infestation permitted prompt healing of the super- 
imposed dermatitis. Equally good results were obtained 
in a small series of pediculosis corporis and pubis. 

This outstanding performance of Kwell Ointment 
has been previously reported.2;3 Its sound clinical and 
experimental background merit its use whenever a 
diagnosis of scabies or pediculosis is made. 

Kwell Ointment containing 0.5 per cent of the 
gamma isomer 1,2,3,4,5,6,-hexachlorocyclohexane is 
available on prescription in 2 ounce and 1 pound jars. 
Literature to physicians on request. 


An 
Outstanding 
Scabicide 
curd, 
Pediculicid 


1. Cannon, A. Benson, 
* and McRae, Marvin E.: 
Treatment of Scabies, J.A.M.A. 
738:557 (Oct. 23) 1948. 


2. Wooldridge, W. E.: The 
Gamma Isomer of Hexachlor- 
ocyclohexane in the Treatment 
of Scabies, J. Invest. Dermat. 
10:363 (May) 1948. 


3. Niedelman, M. L.: Treat- 
ment of Common Skin Diseases 
in Infants and Children, J. 
Pediat. 32:566 (May) 1948. 


CSC Fhatmacelicis 


A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42ND STREET, NEW YORK, 17, NEW YORK 


MARCH 1949, VOL. 23 














BETTER THAN 
CULTURES 


Diack Controls provide a 
better check on sterility of 
your autoclaved goods 

than cultures. 






















































Safer—B. subtilis is destroyed far 
below melting conditions re- 
quired for Diacks. 

















Time-saving—a wait of one to ten 
days incubation with cultures. 
No wait with Diacks 






Economical—cultures are costly in 
time consumed alone. Diack's 


cost is comparatively 
lower. 











Checks Autoclave before next load 
—you may under-sterilize several 
loads before previous culture indi- 
cates a faulty autoclave. An un- 
melted Diack will check it before 
the next load. 

























studies that have been made have 
been valuable in defining relation- 
ships and emphasizing responsi- 
bilities. The session was thorough- 
ly worth while. 

My conclusion is that this par- 
ticular meeting has real purpose in 
providing a sort of clearing house 
for state officers and likewise a 
means for integration with the na- 
tional associations. 

xk 

The Coordinating Committee and 
the Board of Trustees met on 
Wednesday and Thursday preced- 
ing the Mid-Year meeting. More 
work was packed into those two 
days than most can imagine. 

The Board members now attend 
the meeting of the Coordinating 
Committee thereby familiarizing 
themselves with the background 
of the reports that later come to 
them for action. This system facili- 
tates action and makes the Board’s 
work considerably simpler. You 
may be assured that your councils 
are doing a fine job. 

zk*k* 

The Association’s committee 
charged with the responsibility for 
inaugurating the $300,000 study of 
hospital finance met at the same 
time. Present were A. C. Bach- 
meyer, M.D.; E. Dwight Barnett, 
M.D.; Rev. John W. Barrett; Robin 
C. Buerki, M.D.; Guy J. Clark; 
Graham L. Davis; John N. Hat- 
field; John H. Hayes; William S. 
McNary; Donald C. Smelzer, M.D., 
and Charles F. Wilinsky, M.D. 

Members of the committee are 
talking with foundations about fi- 
nancial support and there is hope 
that in the next 30 to 60 days we 
will know definitely whether 
enough money can be secured. 

The committee discussed the 
need for a fundamental study of 
hospital financing and is of the 
opinion that this need is just as 
great as ever. It wants to find out 
who presently pays for hospital 
care and the amount that will be 
needed to finance more satisfac- 
torily the hospital field. 

Further, the committee has ten- 
tatively picked a number of inde- 
pendent commissioners who, once 
the study is inaugurated, will car- 
ry on the two-year investigation. 
This study promises to be as im- 
portant as the study by the Com- 
mission on Hospital Care, and 


every effort is being made to in- 
augurate it. 
kkk 

Dr. Smelzer for several years 
has been our representative at 
the meetings of the Internationa! 
Hospital Association. A communi- 
cation from him brings us up t 
date on that subject. Those who 
plan a European trip this yea 
might plan a stopover in Holland. 
They would get a chance to hear 
what other folks are thinking. 

Dr. Smelzer wrote: “A few 
words regarding the International 
Hospital Federation. This is the re- 
sult of a reorganization of what 
was the International Hospital As- 
sociation before the war. After the 
war, it was felt that such an or- 
ganization would be a worth-while 
enterprise. In the spring of 1947, 
representatives from about 15 
countries, including the United 
States, met in Switzerland and the 
interim officers were elected, in- 
cluding an executive committee. 

“The executive committee met 
in Belgium in the spring of 1948, 
and our old friend, Captain J. E. 
Stone, was appointed honorary 
executive secretary, as it was felt 
that it would be more desirable to 
have the business transactions in 
England. It was decided to hold 
the first International Hospital 
Federation Assembly in Gronin- 
gen, Holland, May 29-June 3, 1949. 

“This will be a wonderful oppor- 
tunity for members of the Ameri- 
can Hospital Association and their 
families to visit Holland and west- 
ern Europe, before or after the 
meeting. I would suggest that you 
write Captain Stone, care of the 
King Edward Hospital Fund, 10 
Old Jewry, London E.C.2, Eng- 
land, for information regarding 
the meeting, and if you decide to 
go, that you make your steamship 
or overseas plane _ reservations 
early, as trans-Atlantic transpor- 
tation is still heavy.” 

Advise Dr. Smelzer, the chair- 
man of the Council on Interna- 
tional Relations, as he is a member 
of the executive committee of the 
hospital federation. He will be glad 
to help plan the trip. 
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WITH SIMMONS ALL-PURPOSE 


DECKERT BEDS! 


Simmons Ail-Purpose Bed H-829-L-171 
with Deckert Multi-position Spring 









Versatility—Simmons pioneers again—this 
time with an ingenious new wing section addi- 





sories— Portable Balkan Frame, safety sides, 
end guard, fracture bar, irrigation rod. And 
























; tion to the Deckert ‘Multi-position Spring. one nurse can handle all accessories with ease. 

e Now this popular Simmons Spring becomes The secret of Simmons versatility is in the bed 

. even more versatile—with six new positions end design. The concealed top sockets and 
provided. It becomes a spring so adaptable bed post brackets are all that’s necessary to 

t that it gives every needed position. One nurse __ receive a// attachments. 

;, can easily and quickly adjust this spring to any = 

. of eighteen standard positions—regardless of Versatility—Two bed end styles are available 

y patient’s weight. —7-filler and modern semi-panel. You can 

it choose from several attractive color or wood 

0 Versatility—There is greater versatility in grain finishes. See your Hospital Supply Dealer 

i Simmons All-Purpose Bed Ends. They can about these outstanding hospital beds. Or, see 

: readily be equipped with all necessary acces- them at any Simmons display room. 
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Simmons Portable Balkan Frame H-16 Simmons Safety Sides H-86 are full length | Simmons Irrigation Rod H-67. Telescoping 





1S handles major orthopedic cases. Rigging | and 21% inches high. Lock when raised. extension type with double hook. Fits 
- easily erected. Concealed post sockets | When in lowered position, top is fabric | conveniently into any socket of the four 
take all attachments which are supplied. height, bottom 5 inches off floor. end posts of All-Purpose Beds. Simmons 


Shaped fracture bar can also be used Simmons end guard rail H-85 provides _‘ Fracture Bar also shown. For direct trac- 
without Balkan Frame. foot end protection. tion use. Fits into bed end sockets. 


SIMMONS COMPANY 
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ON WORK ACTIVITY FOR CONVALESCENTS 


DURING A RECENT MEETING, there 
was discussion on the advantages 
of giving minor work assignments 
to convalescent patients in general 
hospitals. Administrators of some 
of the hospitals represented at the 
meeting reported that they were 
experimenting with such activities 
as sewing, making dressings and 
even carrying trays. 

This month, five administrators 
give their opinions on: Would a 
planned program of assigning mi- 
nor activities to convalescent pa- 
tients return worth-while benefits 
to the patients and perhaps to the 
hospital? 

All of the contributors are in 
favor of some kind of light work 
for patients who are allowed such 
activity by their own physicians. 
Though there is general agreement 
that the hospital might benefit to 
some extent, patient rehabilitation 
is considered the primary motive 
for any program of work. Compe- 


tent supervision of the working 
patient was cited as essential. 


PROPER PROGRAM WOULD 
SERVE THE PATIENT 


REDUCTION OF THE average acute 
hospital stay to approximately 10 
days, as well as the influence ex- 
erted by the general ‘shortage of 
beds, seems to inhibit a program 
for convalescent care at an acute 
institution. In view of these fac- 
tors, a convalescent period would 
be short and without major effect 
on hospital values. 

On the other hand, a planned 
program for the assignment of mi- 
nor work activities during a con- 
valescent period is an intriguing 
and challenging idea. It seems to 
me that such,an approach should 
be built on the principle of the 
resulting benefit to the patient 
rather than to the hospital. 

It would be a poor investment 








fections. 
Easy on the hands 
Pleasant odor 
Very economical 


Write for Sample 
Distributed by 


LOBANA 


LM ERR 


A stimulating refreshing liquid 
cream replacing rubbing alco- 
hol. Highly bacteriostatic and 
useful in preventing bed sores 
as well as obscure skin in- 
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indeed to spend money at this time 
of expensive costs for care of the 
acutely ill if the funds then would 
be tied into any program which in 
any way might retard necessary 
and prompt recovery. A program 
for utilization of the convalescent 
involves careful coordination and 
consultation with the patient’s 
physician for the development of 
a complete understanding of the 
patient’s needs and limitations. 
Proper stress might be placed on 
the beneficial values to the patient 
following careful selection of such 
physical or mental responsibilities 
as might be assigned to him. 

In substance, the program should 
be considered part of the therapy. 
It always should be instituted on 
the basis of the guidance and rec- 
ommendations of the attending 
physician and carried out under 
the watchful eyes of qualified per- 
sonnel. If it is to function satis- 
factorily, it should be considered 
as therapy in its best form and 
only worthy of being carried out 
in accordance with this approach. 
—DrR. CHARLES F. WILINSKY, ex- 
ecutive director, Beth Israel Hos- 
pital, Boston. 


MINOR TASKS MAY HAVE 
THERAPEUTIC VALUE 


THE PRINCIPLES OF occupational 
therapy, which are implied in any 
program of work for convalescents, 
are of benefit to many patients. If 
in the course of assigning minor 
work activities there is any impli- 
cation that the patient is being 
exploited for the benefit of the 
hospital, one immediately treads 
on dangerous ground. 

Minor work tasks can and should 
be assigned to many convalescing 
patients. This work should be as- 


_signed only on order of the pa- 


tient’s physician and only if the 
therapeutic value of the task to 
the patient is stressed. 

A hospital certainly benefits by 
getting minor work jobs done with- 
out cost, whether the tasks are 
done by interested patients or in- 
terested volunteers. In our experi- 
ence many patients frequently ex- 
press a desire to help. When this 
expression comes spontaneously 
from the patient and the physician 
approves, a happy situation results. 
In any other cases, work tasks 
should be requested by the pa- 
tient’s physician only and should 
be done strictly for the therapeutic 
effect. 

It is possible that a tendency 
might develop on the part of some 
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Contributing to the leadership established and maintained through suc- 
cessive years of engineering research and development, perhaps no ay 




















units of equipment better exemplify the progress made in simplified, 
precision operation, safety and trouble-free performance than— 





American STERILIZERS 


for the 


UTILITY ROOM and SURGICAL SUPPLY 


WATER STERILIZERS 


Featuring a simplified system of operation 
whereby the steam supply for each reservoir 
is controlled by a single valve. Each reser- 
voir is also equipped with an automatic pres- 
sure regulator which controls water tempera- 
ture within a total range of 3°. A readily 
accessible steam strainer serves to collect 
any sediment from steam thus preventing 
the clogging of valves and coils. Single or 
double reservoir units are available in capa- 
cities of 10, 15 and 25 gallons. 


FOR DRESSINGS, 
INSTRUMENTS AND SOLUTIONS 


Featuring the “American” engineered POSI- 
TIVE LOCK safety door which prevents pre- 
mature opening of door before pressure is 
exhausted. .. . A single dialed valve which 
controls the complete sterilizing cycle, thus 
minimizing the potentials of error and con- 
fusion that exist when multiple valves must 
be operated to accomplish desired results. 
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FOR UTENSILS AND HEAVY INSTRUMENTS 


Provides for complete utilization of avail- 
able power and automatic control of rate 
of heating. Features the “American” engi- 
neered EXCESS VAPOR REGULATOR 
which avoids losses normally sustained 
through the creation and disposal of excess 
steam. Formation of scale on load or steril- 
izer proper is dramatically reduced. No vent- 


\ ing system is required for the unit. 


ALL UNITS ARE FABRICATED OF 
MONEL ... the durable, corrosion- 
resistant metal proven superior for 
sterilizer construction. 
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AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 
























































Ideal For Premature, Normal Babies 









Air valves ) prevent 


collapse. 







Soft 
shoulder 






enables baby 
to nurse 
by com- 
pression 
as well as 
suction. 





Flow further regulated 
by adjusting cap. 


Evenflo N ursing 
like 
Breast Feeding 


Nipples that /ook like the breast are 
not enough. They must provide the 
healthful sucking that Nature intended 
but without the frustration caused by 
collapsed nipples or the fatigue that 
results from nursing hard, stiff nipples. 
Equally bad are large-holed nipples that 
require no sucking at all. 


Natural Action 


The Evenflo Nipple must be nursed. 
But because of Evenflo’s twin air valves, 
normal air pressure is maintained inside 
the bottle. This allows the milk to come 
smoothly and easily. The shoulder as 
well as the feeding tip of the Evenflo 
Nipple is soft and pliable so baby can 
nurse by compression as well as suction. 


Ideal for Hospitals 


The superiority of Evenflo Nursers 
for home feeding has long been 
recognized by pediatricians. Now these 
nursers are available in 4-oz. size for 
hospitals. Their nipple, bottle, cap all- 
in-one makes them perfect for auto- 
claving. Why not try them in your own 
maternity ward? Write for free sample 
and literature. 

Dept. H 


THE PYRAMID RUBBER CO. 
RAVENNA, OHIO 


Evenflo 


America’s 
Most Popular Nurser f 
Ideal Hospital Unt—> 





Evenflo sealed 
for refrigeration 
or autoclaving. 
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patients to want to “work off” part 
of their hospital bill. Such an atti- 
tude surely would, in the long run, 
benefit neither the patient nor the 
hospital—Dr. MERRELL L. STOUT, 
director, Hospital for the Women 
of Maryland, Baltimore. 


PLAN WOULD WORK AT 
SOME INSTITUTIONS 


I THINK MINOR WORK assign- 
ments for convalescent patients 
are a fine idea for veterans’ hospi- 
tals, Army hospitals, psychiatric 
hospitals or any institution where 
there is a long period of convales- 
cence. I do not think that it would 
be worthwhile for acute general 
hospitals such as St. Luke’s because 
there is practically no period of 
convalescence during which to un- 
dertake such a project. 

These patients definitely would 
need supervision and_ teaching. 
Most hospitals have personnel for 
nursing care only, and their load 
already is heavy. It would mean 
additional personnel and I doubt if 
it would be of any value either to 
the patient or to the hospital.— 
BERNICE M. HOARE, R.N., assistant 
director of nursing service, St. 
Luke’s Hospital, Denver. 


LIGHT WORK IS GOOD 
FOR CONVALESCENT 


THE ANSWER to this question is 
affirmative, both for the patient 
and the hospital. I think that the 
program must be confined to the 
patient with a long convalescence, 
such as the person with poliomy- 
elitis or the patient with a frac- 
tured hip. 

There are several good reasons 
for a planned program of minor 
work. First, light work keeps the 
patient’s mind occupied, stops him 
from griping and from being a 
thorn in the side of the nursing 
staff. 

Second, work keeps him in the 
area in which he is supposed to be. 
Otherwise he may be found sitting 


around in the corridors with sev-. 


eral visitors, smoking and throwing 
cigarette stubs on the floor. 

It has been suggested that the 
patients sew, make dressings and 
carry trays. I believe sewing and 
making dressings would be advan- 
tageous to the patient, but not of 
any particular advantage to the 
hospital. Ready-made dressings 
probably are better made, more 
nearly standard and not much 
more expensive than those that 
would be made by the convalescent 
patient. 








If all patients sewed well, thee 
might be some advantage to tie 
hospital, but there probably woud 
be too much wastage due to poor 
sewing. Carrying trays could 5e 
done only by a very few patien'‘s. 
When a person is able to carry 
trays to the extent of making him- 
self really useful, he probably can 
go home and return to the outpa- 
tient department for any needed 
treatment. 

For those patients who are able 
to be out of bed, there are several 
jobs that can be done. These in- 
clude such duties as folding linen, 
caring for patients’ flowers, copy- 
ing diet lists and census lists, as- 
sembling blank charts for prospec- 
tive patients and making dressings. 
Light work such as this is the first 
step toward rehabilitation, which 
should be started as early as pos- 
sible—Dr. FRASER D. MOOoNEY, di- 
rector, Buffalo (N. Y.) General 
Hospital. 


WORK MAY GIVE A 
MENTAL LIFT 


THIS QUESTION CAN BE answered 
completely by James Russell Low- 
ell’s version on work which says: 
“Thank God every morning when 
you get up that you have some- 
thing to do that day which must 
be done whether you like it or not. 
Being forced to work and being 
encouraged to do your best will 
breed in you temperance and self- 
control, diligence and strength of 
will, cheerfulness and content and 
a hundred virtues which the idle 
never know.” 

I also would like to quote one of 
the hospital’s arthritic patients 
who, when he was asked about this 
question, said: 

“If the many people interested 
in making up hospital boards could 
know of the physical and mental 
lift we patients get when given a 
job to do—such as folding gauze 
or making bandages and plasters 
—and have a cheerful nurse come 


“by and say, ‘Thanks, that’s a big 
|help and beautifully done,’ surely 


arrangements would be made to 
make this a permanent program 
for shut-ins.”’ 

My own answer is included in 
the above. An added spice of 
thought is that such a program 
makes the patient realize he is not 
a complete loss and that it is ab- 
solutely up to him to take advan- 
tage of the opportunity to make a 
man of himself again.—REGINA H. 
KAPLAN, administrator, Leo N. Levi 
Memorial Hospital, Hot Springs 
(Ark.) National Park. 
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Antipernicious Anemia Factor of 
Liver in Pure, Crystalline Form 
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Pernicious anemia before treatment with Same patient ninety hours after a single 
Cobione (Megaloblastic Bone Marrow) injection of 0.025 mg. of Cobione 


TRADE MARK 


(CRYSTALLINE VITAMIN Bj. MERCK) 





MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 


MARSH 1949, VOL. 23 se 





Pe emnte From Ffeadgquarters 


PHYSICIANS' RECORDS 


The estate of a physician gave 60 days’ 
notice to other physicians to procure from 
his office the records of patients they had 
referred to him and records of patients 
whom they had accepted after his death. 
In addition, a few patients were allowed to 
have their own records. Later, the remaining 
records were turned over to the medical 
record department of a member hospital. 
What are the proper rules and regulations 
under which such records are available to 
physicians? 

This question was discussed by 
the Council on Professional Prac- 
tice at its January meeting. The 
council voted that the office rec- 
ords of the physician were his per- 
sonal property. The remaining rec- 
ords now are the property of the 
hospital. 

According to the council state- 
ment, “The regulations set up by 
the hospital governing the avail- 
ability of these records are the 
prerogative of the hospital and do 
have proper legal standing since 
they in no wise conflict with the 
rules and regulations under which 
patient records of the hospital are 
available to all physicians of its 
staff.”-—Dr. CHARLES T. DOLEZAL. 


SURGICAL PADS 


A new operating room pad cover of a 
synthetic material has been offered for our 
consideration. This cover is manufactured 
from a thin sheet made of a substitute 
rubber material which recently has come in- 
to wide use. Is it safe for application as a 
cover for an operating room table? 

The National Fire Protection As- 
sociation’s recommendations, made 
in 1944 for hospital operating 
rooms, call for the use of conduc- 
tive rubber coverings on surgical 
table pads. This recommendation 
is based on the necessity for pre- 
venting the accumulation of static 
electricity as well as for providing 
a high resistance ground between 
the patient and the table. Surgical 
table pads should not be made of 
material that will produce static 
electricity when subjected to fric- 
tion. 


Though the substitute material 
is synthesized from limestone, coke 
and salt and contains no rubber, 
the manufacturer has said that it is 
electrically a non-conductor. The 
technical advice from the company 
is that this insulating quality 
makes the material subject to 
static charge when rubbed. It is, 
therefore, unsuitable for use as 
surgical table pad covers or for 
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any use in the operating room 
where combustible anesthetics are 
used.—Roy HUDENBURG. 


TEACHING AFFILIATIONS 


We are interested in learning of the 
different types of contracts entered into by 
universities and hospitals having teaching 
affiliations. We have three problems in mind: 
(1) The typical setup in such an agreement 
including arrangements about staff appoint- 
ments, financial remuneration to the hos- 
pital, if any, for teaching beds provided; 
(2) preservation of the autonomy of the 
hospital boards, and (3) the mechanics in 
the meshing of the separate administrative 
functions of the hospital and medical school. 

All of these problems are fa- 
miliar and always need decisions 
in teaching hospitals. Each situa- 
tion, however, seems to require a 
different answer. 

I should say that in properly 
affiliated teaching hospitals, such 
affiliation implies without question 
almost complete control of staff ap- 
pointments by the university. Any 
other situation inevitably leads to 
competition between faculty and 
non-university faculty and would 
be to the detriment of teaching and 
of the hospital. At one municipally- 
run hospital, the city agreed by 
contract with a local university to 
appoint members of the staff only 
on nomination by the university. 
In effect the city, while keeping 
the appointing authority, turned 
over appointments to the univer- 
sity. 

Financial arrangements’ vary 
widely. In midwestern teaching 
hospitals, the state normally pays 
for the care of indigent patients 
out of an appropriation for that 
purpose. Funds are used for teach- 
ing but without charge to the 
teaching fund. The funds for both 
purposes come from taxation. 

Currently there is a_ serious 
problem at some of the non-public 
eastern medical schools. This is 
true especially where the hospitals 
and universities have separate 
boards but where a large ward 
service is maintained for teaching 
purposes without any major re- 
sources for the payment of indi- 
gent care. 

At one place, the university 
covers the hospital’s deficit, which 
has run as high as $300,000 a year. 
Another institution, under a hospi- 
tal board, has a deficit of around 
half a million dollars which is not 
being paid by the university. 


The third major question al<o 
can be answered in a variety of 
ways. I should say that the pattern 
is a separate administrative stru.- 
ture and separate ownership 
hospital and school, with coordin« 
tion achieved through a joint ac 
visory board. The usual number 
representatives is three trustees 
from the hospital board and thre 
from the university. with the ad- 
ministrative officers of the two or- 
ganizations meeting with the 
group. Such a joint group must 
make recommendations to the uni- 
versity and the hospital. 

There is no complete answer to 
correlation. It would not be much 
of a problem but, where large sums 
of money are involved, the situa- 
tion is somewhat unsolvable. In 
such cases no amount of correla- 
tion between the boards can com-_ 
pletely prevent some recrimina- 
tion on responsibility. — GEORGE 
BUGBEE. 


SUPPLY INVENTORY 


We are planning to take an annual inven- 
tory soon. Should the small quantities of un- 
used supplies in the wards and in other hos- 
pital departments be included? 

‘Under a perpetual inventory sys- 
tem, supplies issued on requisition 
to the various hospital departments 
usually are regarded as expensed 
at the time of issuance. Only the 
supplies left in the storeroom are 
considered as inventory for balance 
sheet purposes. 


If the departments using these 
supplies customarily maintain very 
large stocks of supplies, it might 
be a good plan to include such 
stocks in the hospital inventory.— 
W. H. MARKEY JR. 


PAY PERIODS 


For many years all the employees at this 
hospital have been paid semi-monthly. Re- 
cent construction and the increased patient 
census have forced us to expand the em- 
ployee staff and we now find it almost 
impossible to get out a complete payroll 
twice a month. Is there some generally pre- 
ferred practice for paying the various classi- 
fications of employees which we might set 
up? 

As far as I know there is no com- 
mon or uniform plan for deter- 
mining pay periods. At a recent 
accounting institute this question 
was discussed at some length. Sev- 
eral hospitals reported that em- 
ployee pay periods were deter- 
mined to a large extent by the 
ability of the bookkeeping or pay- 
roll department to compute and 
make out the paychecks. 

Some administrators at the insti- 
tute said they found it much easier 
to have two pay periods a month 
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The routine, prophylactic use of Prostigmin is 
sound therapy, since “postoperative abdominal dis- 
tention is more easily prevented than treated.” ! 


patient 


If “gas pains” can be minimized and need for the 
catheter reduced or eliminated, certainly the 
patient enjoys a smoother, more comfortable 
convalescence. 


VELLA BY 


When the prompt use of Prostigmin helps post- 
surgical patients void spontaneously and reduces 
the discomforts of distention, floor nurses are 
saved many calls. And what a blessing that is in 
these all too busy days! 





PROSTIGMIN ‘ROCHE’ 


T. M.—Prostigmin—Reg U. S. Pat. Off. Prostigmin Methylsulfate is the Roche Brand of Neostigmine 
Methylsulfate, U.S.P. 


1. Gordon, E. J. (Surgery, 7:686, 1940) 
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for unskilled employees and only 
one pay period for technical, skilled 
and professional employees. An 
equal number of administrators 
reported that they paid unskilled 
employees weekly. 

It seems to me that each hospi- 
tal should take into consideration 
the facilities and time schedules of 
the bookkeeping department when 
determining the number of pay 
periods for the various groups. 
Equal consideration also should be 
given to the individuals concerned. 

It has been found, as a general 
rule, that employees in the lower 


income brackets have not been 
trained to budget or allocate their 
pay for necessary expenditures if 
they are paid on a monthly basis. 
Many of this group pay rent by the 
week, and this is a big factor in 
the use of their income. 

I am convinced that unskilled or 
manual employees should be paid 
either weekly or semi-monthly. 
The skilled, technical and profes- 
sional employees may be paid on a 
semi-monthly or monthly basis. 
This should, of course, be contin- 
gent on the facilities of the busi- 
ness office.—ANN R. SAUNDERS. 





Replace 


TWO or MORE 
Separate Units 


With This All New, All-In-One 


Sturdy Metal 
Cabinet 83%," 
x 6%," x 74," 


Extreme Cautery Range—Currentrol gives you an 


CURRENTROL 


MAJOR CAUTERY 
MINOR CAUTERY 
LIGHT CONTROL 


Currentrol is all three — complete 
range major and minor cauteries and 
surgical light controller—in a simple 
all-in-one electrical unit that replaces 
two or more separate transformers 
for surgical work. Better still, both 
cautery and light circuits may be 
used simultaneously, as neither ‘cir- 
cuit affects the action of the other 
in any way. Currentrol is a multi- 
purpose unit—yet it costs no more 
than ordinary transformers. 


all-inclusive range of cautery power — for the 
heaviest major surgery down through a continuous 
range to a light current for the most delicate eye 


work. 


Results Can Be Duplicated —Currentrol permits 
duplication of operative results at corresponding 
dial settings. You are sure of the power delivered 
at every setting—every time. Positive knob con- 
trols and clear scale markings simplify operation. 


All standard cautery tips and connecting cords 
may be used with Currentrol. Also all miniature 


surgical lamps, up to those 
drawing one ampere or more. 
Currentrol has a permanently 
attached line cord, operates on 
110 volts, 60 cycles, AC only. 
It is available now for immedi- 
ate delivery at the reasonable 


price of $59.50 


ORDER DIRECT FROM 


Vette and Company 


408 S. HONORE STREET 
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HOSPITAL BLANKETS 


In my textile course at the University of 
Indiana, | am writing a paper on hosp tal 
blankets. Is there any material available on 
loan from the Library of the American Hos- 
pital Association? 

The library can supply several 
sources of information. These are: 

“Blankets for Hospitals.” Amer- 
ican Hospital Association. Com- 
mercial Standards CS. 136-46 

“Blanket Buying.” H. A. Mun- 
son. HOSPITALS, January 1941. 15: 
31-33. 

“Blanket Instructions: For Bet- 
ter Appearance and Longer Life.” 
V. Burlingame. The Modern Hos- 
pital, October 1944. 63:118. 

“Wool Blankets—a Challenge.” 
H. A. Gemmell. The Laundryman, 
December 1943. 9:12-13. 

“A Way to Reduce Blanket 
Shrinkage.’ H. C. Normile. Hospt- 
TALS, March 1948. 22:64-66. 

“For Dust Control.” H. C. Nor- 
mile. HospITaLs, May 1948. 22: 
53-54. 

“The Selection, Purchase and 
Care of Hospital Blankets.” Hospi- 
tal Management, April 1939. 47: 
45-47. 


“Washing Woolen Blankets,” The 


Canadian Hospital, July 1947. 24: 
60.—HELEN V. PRUITT. 


LEGAL RIGHTS 


A question has arisen about the legality 
of a hospital ruling that a routine blood 
Wasserman test is compulsory. Though fully 
acknowledging the medical value of the pro- 
cedure, the staff is divided about the ad- 
visability of making this ruling a part of the 
by-laws. We would like to know if the hos- 
pital has a legal right to impose such a rule 
on its staff. 

According to Emanuel Hayt, legal 
counsel for the Hospital Associa- 
tion of the State of New York, “a 
blood Wasserman as a routine re- 
quirement should be part of stand- 
ing orders and not of the by-laws. 
Medical staff by-laws state the ob- 
jectives of the medical staff and its 
form of organization. The by-laws 
are supplemented by rules and 
regulations, of which standing or- 
ders are a detailed part affecting 
the professional care of the patient 
and applying to all patients with- 
out specific orders from the med- 
ical staff. 

“All medical staff members, 
upon appointment, agree to abide 
by the by-laws and the rules and 
regulations of the hospital. If a 
regulation has been approved by 
the medical staff in accordance 
with the constitution and by-laws 
of the hospital, it must be complied 
with, even though some staff mem- 
bers dissent.” — Dr. CHARLES T. 
DOLEZAL. 
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An Approved Program for ‘Training 
Auxiliary Nursing Workers 


AR AND THE POSTWAR years 


brought some rather surpris- 
ing changes in the concept of pa- 
tient care. Some of the new ideas 
centered around old principles of 
nursing care. Medical, nursing and 
hospital authorities eventually 
came to agree: (1) That nursing 
service includes many procedures 
that do not constitute nursing care 
of the patient, (2) that all nursing 
service need not be given by regis- 
tered professional nurses and (3) 
that auxiliary workers can be as- 
signed many of the duties that for- 
merly were carried out by gradu- 
ate nurses. 


Inadequate Training 


Some hospitals, with only sketchy 
background information and in a 
few instances guided by state reg- 
ulatory laws, began to train their 
own auxiliary nursing workers to 
augment the inadequate graduate 
Professional nurse supply. The 
Pattern of training varied from 
hospital to hospital. There was 
little agreement and no precedent 
in regard to what should be taught 
or how nursing service duties 


should be distributed between the. 


two groups. 

Against such a background, the 
Association’s Council on Profes- 
Sional Practice set out to find the 
Most icceptable pattern for train- 
Ing au .iliary nursing service work- 
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ers. At the same time it would 
have to draw up a comprehensive 
list of auxiliary nursing procedures 
for which the workers would be 
trained. 

Now this job has been done. The 
council’s program on the training 
and duties of auxiliary nursing 
workers was approved by the 
Association’s Board of Trustees 
during its meeting at Chicago, 
February 3. The Association’s rec- 
ommendation covers a three-month 
inservice training program fol- 
lowed by additional training 
through supervision for those who 
will be assigned duties of a higher 
technical nature than the duties 
taught during the basic instruction 
period. 

The underlying reasons for the 
development of such a program 
are now quite well known. During 
the past decade the nation’s hos- 
pital bed capacity was increased; 
at the same time patient stay was 
decreased. The result: More people 
than ever before are now receiving 
medical and nursing care in hos- 
pitals. 

Also during this period the num- 
ber of professional nurses grew. 
From 1941 to 1948 the number of 
employed professional nurses in- 


creased more than 48 per cent. Yet 
current statistics indicate’ that 
some hospitals have available for 
the care of their patients as few as 
10 per cent of the number of grad- 
uate nurses needed, according to 
the nurse groups’ own estimated 
standards of nursing care. 

The American Nurses’ Associa- 
tion’s 1948 edition of “Facts About 
Nursing,” reports that the coun- 
try’s total graduate nurse resources 
consist of 435,000 registered nurses. 
Of these, approximately 280,500 
are actively engaged in some field 
of nursing. Estimates of the num- 
ber needed vary from 400,000 in 
1949 to 550,000 in 1960. Such esti- 
mates are admittedly lower than 
the number that is considered 
ideal. 


Small Enrollment 


On the basis of present usage 
and a rate of 44,000 new nurses 
trained each year (which, coinci- 
dently, is approximately the num- 
ber of nurses enrolled in schools 
of nursing in 1948 under the in- 
tensive recruitment campaign pro- 
moted by the American Hospital 
Association) it is not likely that 
the need for graduate nurses in 
the future will be met. Because 
one-fourth to one-third of all 
nurses enrolled each year fail to 
complete the nurses’ training 
course, an annual enrollment of at 


35 

































































least 66,000 students would have 
to be sustained if the goal were 
to be reached. Only once during 
the U. S. Cadet Corps program— 
1943 to 1945—-was this enrollment 
recorded. 

“Data collected by medical and 
nursing groups during the past 
two years reveal that 10 to 35 per 
cent (one group estimated 65 per 
cent) of the nursing service in hos- 
pitals is provided by nonprofes- 
sional nursing personnel. 

In the 1947 survey of the Ameri- 
can College of Surgeons, 80 per 
cent of the reporting hospitals said 
they were using auxiliary nursing 
personnel. According to the 1948 
hospital survey of the American 
Medical Association, the total 
number of auxiliary nursing work- 
ers employed in nonfederal hos- 
pitals now surpasses that of all 
previous years. There was an in- 
crease of 57 per cent in number 
during the three-year period end- 
ing in 1947 and a 26 per cent in- 
crease in 1947 over 1946. 

With the knowledge of such 
salient facts, the council began its 
detailed study. Council members 
and nurse representatives from 
their hospitals sat down to the task 
together. Each nurse representa- 
tive described the methods of her 
hospital for the training of the va- 
rious types of auxiliary hospital 
workers. 

The council found that the pro- 
grams varied in duration from 
two weeks to one year. They pro- 
vided from 88 to 500 hours of in- 
struction, demonstration and prac- 
tice. Trainees with as little as eight 
years of general education were 
accepted, but applicants with one 
to four years of high school edu- 
cation were preferred. Applicants 
were reasonably plentiful. More 
than 50 per cent of those who com- 
pleted inservice training programs 


remained to work in the hospital 


one year or longer. 

It was the consensus of the coun- 
cil members and their nurse rep- 
resentatives that the essential need 
of the auxiliary worker is a period 
of formalized training—including 
classroom instruction and demon- 
stration by a qualified training 
supervisor — with the safeguard 
that she not be assigned to defini- 
tive ward duties until she has re- 
ceived instruction, demonstration 
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in relation to their training. 


Administrative 


Reception of newly admitted patient. 
Disposition of clothing and valuables. 
Assist in discharge of patient. 


charges. 
Answer telephone. 
Take and deliver messages. 
Respond to patient's signal. 
Receive visitors. 
Receive flowers, packages and mail. 
Newspaper orders. 
Requests for library books. 
Fill out routine laboratory slips. 


linen. 
Requests for barber or hairdresser. 


Report accidents or injuries to nurse in 
charge. 


Housekeeping 


and after discharge. 





The following procedures are recom- 
mended for assignment to auxiliary workers 


Preparation of accounting reports on floor 


Requisition supplies, pharmaceuticals and 


Make up patient charts and fill in headings. 


Tidy up and check room before admission 





Dust and clean room. 

Open or close windows. 

Attend window screens and shades. 

Regulate air conditioning and heating in 
room. 

Regulate room lighting. 

Arrange radio service. 

Supply telephone extension. 

Care of bedside unit and furniture. 

Wash and refill water pitchers. 

Arrange flowers. 

Supply blankets and pillows. 

Dispose of soiled and contaminated linen, 

Care and distribution of linen. 


Make paper supplies, waste bags, isolation 


squares. 


Transportation 


Transport patient by bed or wheel chair, 
Transfer patient to another room. 


Transport patient to operating room, x-ray 


and other departments. 
Assist patients to walk. 
Transport babies to mother. 
Care of body after death. 
Care of moving equipment. 
Furnish equipment and routine supplies. 
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and training for a minimal period 
of two weeks. And this was the 
basis for the council’s reeommend- 
ed course. 

Organization 


Inservice training of auxiliary 
nursing personnel may be estab- 
lished in connection with a hospi- 
tal or within a hospital, with or 
without a _ professional training 
school. These are the recommended 
requirements for entrance: 

Age: Legal minimum employ- 
ment age of the state. 

Education: Eighth grade gradu- 
ate or equivalent in experience. 

References: Good health, charac- 
ter, personal fitness and evidence 
of general aptitude. 

Acceptance should be based on 
the written application, followed 
by a personal interview when pos- 
sible. A physical examination 
should be given and it should in- 
clude a chest x-ray. 

Personnel practices and perquis- 
ites: Classwork and_ supervised 
practice should be on the basis of 
the normal work week in the hos- 
pital. Maintenance should be on 
the basis of hospital practice. 

Fees, books and items of per- 
sonal equipment should be pro- 








vided at a nominal charge. Uni- 
forms are to be purchased by the 
trainee. 

During training, the auxiliary 
nurse student should be compen- 
sated at a level dictated by local 
circumstances. When her training 
period has been completed she 
should be employed at a salary 
above that paid the untrained 
worker. 

Teaching facilities: These should 
include a classroom which also 
may serve as a demonstration cen- 
ter, adequate space outside of the 
wards for teaching and practice of 
nursing procedures, charts, visual 
aids and equipment as needed. 


Supervision and instruction: A 
qualified professional nurse super- 
visor should direct all training ac- 
tivities and serve as instructor in 
basic subjects. She should be se- 
lected on the basis of experience in 
teaching, administrative ability, 
personal characteristics and inter- 
est and ability to deal with the 
different groups of personnel rep- 
resented. 

Graduate nurses with special 
training should be selected for in- 
struction and demonstration of 
nursing procedures in order to in- 
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uxiliary Nursing Procedures 


Care of Patient 


Assist nurse in lifting, moving or holding 
patients. 

Open and make beds, open, closed, ether, 
emergency. 

Morning and evening routine patient care. 

Give sponge, sitz, tub or shower baths. 

Give back rubs. 

Bed pan and urinal service. 

Record intake and output. 

Collect specimens for laboratory. 

Set up, serve and remove food trays. 

Feed patients. 

Assist in preparation of milk formulas. 

Care of utility room. 

Preparation and serving of extra nourish- 
ment. 

Sterilization of supplies. 

Supply rubber rings, cradles, T binders, side 
rails, ice bags and similar aids. 


Oral hygiene. 

Care of hair, including shampoo. 
Assist with special diets. 

Set up steam inhalations, croup tents. 
Give gargles, throat irrigations. 
Give foot baths and soaks. 

Assist with routine dressings. 


Set up isolation unit—gown technique, wash, 
concurrent and terminal disinfection. 


Assist physician in physical examination. 

Weigh the patient. 

Routine preoperative and postoperative care 
under supervision. 


Assist in Other Departments 


Admitting office. 
Accident, emergency room. 
Outpatient. 

Maternity delivery service. 
Nursery. 


Fill hot water bags. 


Apply stupes and cold packs. 


Care of patient in a cast or an orthopedic 
frame. 

Temperature, pulse, respiration. 

Administer simple enemas. 

Perineal care. 


Central supply and dressings. 
Physical medicine. 

X-ray department. 

Surgical operating room. 
Occupational therapy. 
Convalescent care. 








sure integration, of inservice train- 
ing with the organized nursing 
service of the hospital. 

Inservice training should begin 
with an induction period of two 
weeks. During this time the trainee 
is to be oriented to the hospital, 
receive instruction in ethics and 
basic nursing service procedures 
and perform selected procedures 
under the immediate direction of 
the supervisor. 

Following this period, the teach- 
ing supervisor should assign aux- 
iliary workers—either individually 
or in small groups—to the head 
nurse of the wards or floors for 
experience and practice. 

Monthly evaluation reports 
should be made by the head nurse 
to the training supervisor. 

Experience has shown that the 
supervisor generally can instruct a 
class of 20 trainees and also have 
sufficient time to observe person- 
ally the trainee on the job, correct 
faults and hasten the progress of 
the auxiliary worker in the de- 
velopment of good patient care. 


Course of Instruction 


The recommended period of in- 
service training is three months. 
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A minimum of 88 hours of class- 
room instruction and demonstra- 
tion should be given within a two- 
week induction period before the 
trainee is assigned to supervised 
duty. Courses may be repeated as 
often as is desired. 

The first 40 hours of classroom 
instruction should include: 


1. Introduction and general ori- 
entation, including a tour of the 
hospital. 

2. Hospital etiquette and work- 
ing relationships. 

3. Personal hygiene. 

4. Demonstration and _ practice 
in hospital housekeeping. 

5. Thirty hours in care of the 
patients. This should include: (a) 
Bed making—closed and open, re- 
covery and fracture; (b) baths, 
back rubs, giving and removing 
bed pans; (c) morning and after- 
noon care; (d) assisting patient to 
wheel chair and stretcher, to get 
out of bed and in walking; (e) ap- 
plying rubber rings, side rack, T 
boards and cradles; (f) collecting 
specimens; (g) assisting with serv- 
ing meals and feeding patients; 
(h) rendering special types of 
service such as admitting, trans- 
porting and discharging patients; 


(i) filling ice caps, ice collars and 
hot water bottles. 

During a second week of 48 
hours, trainees should be given 
ward experience. This should in- 
clude demonstration and practice 
on floors under the direction and 
supervision of the training super- 
visor. Assignment of patients and 
duties should be made by the head 
nurse or floor supervisor for the 
following types of practice under 
the direction of the training super- 
visor: 

1. Environmental care of the pa- 
tient, including care of the patient 
unit, bedmaking, care of furniture 
and equipment, patient clothing 
and flowers. 

2. Care of utility rooms, bath- 
rooms and sinks. 

3. Care of linen and linen rooms. 

4. Prepare supplies and surgical 
equipment. 

5. Assist in the care of the pa- 
tient, including personal hygiene 
procedures ‘and provision for the 
maintenance of the comfort and 
safety of the patient. 

6. Assist with diagnostic proce- 
dures. 

7. Assist registered nurse or stu- 
dent with treatments and proce- 
dures. 

8. Assist with the serving of 
meals and nourishment. 

9. Render special types of serv- 
ices; assist with reception, trans- 
portation and discharge of hospital 
patients. 

Training through supervision 
should continue for a minimum 
period of three months. Because 
individual hospitals will organize 
the work in accordance with their 
own needs, specific hours of in- 
struction and demonstration are 
not designated. 

For those workers who will be 
assigned duties of a higher tech- 
nical nature than taught during 
the basic instruction period, addi- 
tional training is recommended. 

The council finally recommended 
that auxiliary workers be utilized 
in relation to the total needs of the 
patient for nursing service. The 
trained auxiliary worker is best 
integrated with other nursing per- 
sonnel by employment in a coordi- 
nated nursing team (see check list 
of procedures) which provides all 
elements of nursing care to the 
individual patient. 





















ABOR TURNOVER with its result- 
LE ing effect on patient service 
is a problem that must be tackled 
in two ways. The first step is to 
develop a hospital-wide, uniform 
personnel policy. The second is to 
provide for this policy in the 
building design by allotting space 
for a central personnel depart- 
ment, for employee services and 
for employee activities. With a 
sound policy, hospital design auto- 
matically will follow. 

Turnover is a real and challeng- 
ing problem. In his book, ‘‘Hospi- 
tal Organization and Management,” 
Dr. Malcolm T. MacEachern says 
that the usual yearly rate of turn- 
over in a hospital is 120 per cent 
of the total number of employees 
on the payroll. He estimates that 
the rate may rise to 1,200 per cent 
in wartime and fall to 24 per cent 
in the depth of a depression. A 15 
per cent loss is the goal often 
reached, and sometimes passed by 
employers other than hospitals. 

Assuming that most hospitals 
experience an annual turnover of 
only 70 per cent of their normal 
complement of fulltime personnel, 
a reduction even to 20 per cent 
will save $40,000 a year for every 
1,000 fulltime employees. This is 
because each replacement costs 
about $80 for recruiting, training, 
clerical work, wastage and super- 
vision. The figure unquestionably 
is too low. It surely is so low that 
readers will accept the $40,000 a 
year potential saving. 

A hospital with 200 employees 
may expect to save at least $8,000 
a year. One with 2,000 employees 
may expect to save $80,000 a year. 
Clearly some investment in a 
sound, long-term personnel policy 
can be justified. Hospital leader- 
ship is aware of this need. The fact 
that employee relations are per- 
manently affected by hospital de- 
sign still is overlooked by many 
hospitals. , 
What are the possibilities for 


38 


Built-in Personnel Relations 


Employee Policies in Hospital Design 


ROYAL PARKINSON 
MANAGEMENT ENGINEER, AND 


JOSEPH D. LELAND 
ARCHITECT 
BOSTON, MASSACHUSETTS 


improving also the quality of serv- 
ice to patients? In some hospitals, 
the number of employees who 
have served even one year is only 
70 per cent of the fulltime com- 
plement. This proportion some- 
times is as low as 60 per cent. It 
should be 90 per cent in years 
when the hospital is not expand- 
ing. We believe 70 per cent is a 
conservative estimate. This means 
that 70 per cent of the staff is 
breaking-in and training 30 per 
cent the year around. 

Under such circumstances, can 
the 70 per cent give their full 
attention to patients and are the 
30 per cent really interested in 
patients? If a hospital can attain 
a ratio of 90 per cent of its people 
“in the family” at least a year, and 
if these would have to assimilate 
only 10 per cent newcomers, would 
not there be a noticeable improve- 
ment in patient service? 

This matter of personnel man- 
agement actually is one of general 
management. It is the point at 
which good patient service and 
control of costs must start. It 
should receive first attention, and 





Brick and Mortar Report 

A brick and mortar report on 
hospital -construction under the 
Hill-Burton Hospital Survey and 
Construction Act will be included 
as a special section in the April 
issue of HOSPITALS. 

This will be the annual construc- 
tion issue. It will graphically por- 
tray, with selected plans and de- 
signs of representative projects ac- 
tually under construction, the 
progress in this federal grant-in- 
aid program. 








in many hospitals it does. It is 
perhaps the most important spe- 
cialized phase of hospital manage- 
ment because it directly concerns 
both patients and contributors. It 
is the best way: to assure not only 
an adequate supply of personnel 
but a staff functioning at max- 
imum effectiveness. It is the best 
source of money with which to 
pay salaries. 

Surely any step which will save 
a hospital $40,000 every year per 
1,000 employees will receive ready 
approval from trustees, many of 
whom are insisting upon better 
personnel management in their 
own businesses. It is the function 
of the hospital director, his cab- 
inet and the trustees to determine 
the policy. And it is the personnel 
director’s function to administer 
this policy: 

In some hospitals, however, both 
the personnel policy and its ad- 
ministration are severely handi- 
capped by lack of provision for 
them in the design of the hospital. 
This means management economy 
is handicapped. 

In drawing attention to design 
from the human relations point of 
view, we are not suggesting an 
auditorium or an elaborate layout, 
but we do think that management 
cannot afford to ignore personnel 
in designing new hospitals. Old 
hospitals often are limited in good 
personnel management because all 
space is occupied for other pur- 
poses. But new hospitals should 
give greater consideration to em- 
ployees at the design stage. It is 
questionable whether the public 
will go on contributing to new hos- 
pitals which forget their personnel 
to the extent that so many present 
designs indicate. 

In January 1948, HospITats pub- 
lished a series of suggested floor 
plans for community hospitals. 
These were worked out by the 
United States Public Health Serv- 
ice. Our chief criticism centered 
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on the limited provision for per- 
sonnel needs. 

There were no waiting room or 
rooms for applicants near the 
street, no interview room, no office 
for a personnel director, no file 
space, no adjacent space for em- 
ployee medical service or physical 
examinations. In some cases there 
was no rest room for female em- 
ployees, no space for recreation, 
no conference room for the hospi- 
tal director and his cabinet of de- 
partment heads. Such a room also 
can be useful for employee events, 
including staff social events. Fre- 
quently no provision was made for 
editing an employee magazine. 

In contrast, a later article (Hos- 
PITALS, July 1948) by Nancy Crow- 
ley, then personnel officer at Bos- 
ton Lying-in Hospital, gave read- 
ers a picture of the tangible value 
of sound personnel practice. Miss 
Crowley touched on the human 
side of design when she referred 
to attractive powder rooms and 
their effect upon employee pride. 

The best form of public relations 
is fine employee relations. About 
60 per cent of employee relations 
are influenced -by emotional con- 
siderations and about 40 per cent 


by financial considerations. Neglect 
of attention to employees in plant 
design is neglect of the major in- 
centive to effort—the emotional 
incentive. Neglect ef good relations 
with the supervisory staff is ne- 
glect of good employee relations. 
Both represent neglect of the best 
source of good public relations. 

In our opinion, such neglect is 
not necessary. It may be that aver- 
age hospital management has not 
yet sensed that personnel manage- 
ment is its major function. That it 
consists of anything more than 
personal good fellowship on the 
director’s part has yet to become 
a common idea. 


Outdated Policy 


The condescending and outdat- 
ed “open door” policy of employee 
relations rarely is taken advantage 
of by employees. Whenever it is, 
it undermines and weakens the 
department heads upon whom 
good management is entirely de- 
pendent. It also brings criticism 
from fellow workers upon the em- 
ployee who contacts the top execu- 
tive. A more “institutional”? kind 
of personnel policy is the basic 
step for climbing out of the high- 


low-income dilemma with 
institutions are 


cost, 
which nonprofit 
struggling. 

For instance, an_ institutional 
personnel policy will be directed 
first to the supervisory group, the 
department heads, and perhaps 
even to the training of junior su- 
pervisors in the art of supervision. 
But where in the average hospital 
design is there space adequate for 
regular conferences with super- 
visors? 

Centralized recruiting and in- 
terviewing are standard good- 
management practice. But where 
are waiting rooms, the interview 
rooms and the employee record 
rooms? The employment depart- 
ment is essentially a store, selling 
jobs. It therefore should be attrac- 
tive and accessible to the street 
as well as accessible to employees 
within the hospital. 

Where are the dressing rooms 
and the physician’s office for phys- 
ical examinations of new employ- 
ees and annual check-ups? What 
provision is made for eye examina- 
tions and for central operation of 
a safety and sanitation policy? 

For women’s rest rooms, is there 
any provision except a chair in a 
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locker room or an unoccupied pa- 
tient’s bed? Is there a powder 
room? Why do some hospitals lack 
toilets for employees? Keeping a 
record of employees’ time is a 
basic form of payroll control. This 
should be done at one or two en- 
trances with blocks. How many 
designs show an understanding of 
this? 

Where are there facilities for 
handling salary administration — 
job evaluation, merit rating, pro- 
motions, transfers, separations and 
pay increases? 

What space has been provided 
for employee services such as Blue 
Cross, loans to employees, savings 
facilities and workmen’s compen- 
sation? What is the policy for han- 
dling grievances, and what space 
is provided for this important em- 








ployee matter? The space should 
be readily accessible to the dietary 
and housekeeping departments 
where the turnover is likely to 
be high. 

What about recreation? Is there 
space for men and women, during 
the lunch period, to play cards, 
smoke, listen to the radio, dance, 
read, enjoy table tennis or to 
lounge? And in the summer, is 
there outdoor space for the milder 
noon-hour recreation? If employ- 
ees want to organize a Christmas 
party or a hobby show or a shower, 
where can their committees meet? 
If the “management circle” of de- 
partment heads and supervisory 
people want to hold a party, must 
they go outside the hospital? 

It is entirely possible to design 
space so that it can be used for 





ONE FOR THE RECORD 


It’s All in the Name 


A LADY RECENTLY VISITED our city for the purpose of getting an 
opinion of an oral surgeon on our staff. In the course of this visit the 
doctor suggested to her that she go out to the hospital to get an x-ray 
of the temporal-mandibular joint. He telephoned necessary instruc- 
tions to the hospital x-ray department. 

Something about the phrase, temporal-mandibular, intrigued the 
patient. As she drove to the hospital in her car, she kept repeating 
the words “temporal-mandibular” so that she would remember them. 
But just as she was being placed in position for the x-ray the name 
completely escaped her. So she said to the technician, “By the way, 


what is the name of this joint?” 


The technician, looking at her rather sternly said, “My dear Madam, 
this is not a joint; this is the Blodgett Memorial Hospital.”—RonaLp 
Yaw, director, Blodgett Memorial Hospital, Grand Rapids, Mich. 


“KOK 


WHILE APPLICATION LETTERS do not always list complete points about 
a job-seeker’s qualifications, some interesting sidelights are revealed. 
These are two that crossed my desk in recent months: 

“Am a refined widow lady, good looking, and know my Ten Com- 


mandments.” 


“Am a great job drifter but might prove to be a good hospital at- 
tendant. Last job at 5 & 10. Am truly honest if I must say so.” 

Sometimes the personal interview is as interesting. Our house- 
keeper was hiring a new maid. The applicant appeared puzzled when 
confronted with “place of birth” on the application blank. 

“I think it was Dade County,” she said, “but I just ain’t sure. You 
see I was awful small then and cain’t rightly recollect.”—FLORENCE 


E. KiNG, administrator, Jewish Hospital of St. Louis, Mo. 


Any good anecdote is one for the record. Share yours by sending it to “One for the 
Record,” editorial department of Hospitats, 18 East Division Street, Chicago 10. 














several purposes and be useful a 
good part of the day and week. 

Should not hospital manage- 
ments explore more deeply ino 
this phase of general management 
and equip for it? Should not each 
hospital develop an_ institutional 
personnel policy rather than a 
mere personal and individual per- 
sonnel policy? Then hospital de- 
sign, whether for service or econ- 
omy, will take into account this 
institutional personnel policy and 
foster its growth. 

In our judgment, any hospital 
with 200 or more employees on its 
payroll should have a central per- 
sonnel department. 

The accompanying floor plan 
perhaps will stimulate thinking. 
It is complete and compact. It is 
suitable for a hospital with 150 
to 600 fulltime employees, which 
is likely to have from 130 to 450 
beds. This might be 75 per cent 
of all hospitals. 

It is difficult to estimate person- 
nel and construction costs. They 
would depend primarily upon size 
of hospital, type of construction 
and other local conditions. The 
cost per bed of remodeling a hos- 
pital for housing a central person- 
nel department would depend, too, 
upon its location within the hos- 
pital. 

The personnel department 
should be designed as if it were a 
store with jobs to sell, and should 
facilitate a well-rounded institu- 
tional personnel policy. It should 
be accessible to the majority of 
paid employees in order to service 
them. It should favor efficiency 
and promptness in all personnel 
activities. Its restrooms should be 
close to supervision. 

An atmosphere of dignity and 
simplicity is important so that peo- 
ple of low income will feel at ease. 
The department should be con- 
venient to applicants as well as 
employees. All space should be 
used for a combination of essen- 
tial functions. 

Surely design or redesign of 
hospitals should show attention to 
employees since there are more 
employees than patients, as a rule, 
at any one time. Has not the time 
come to think of hospital manage- 
ment in terms of the number of 
employees rather than the number 
of inanimate beds? 
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~ National Hospital Day Detail 


How one hospital planned its visitor program; what 
was done well and what should be done differently 


AST YEAR Harper Hospital ob- 
L served National Hospital Day 
for the first time in several years. 
A modest program brought such 
pleasing results that we hope to do 
even better this year. 

The wisdom of a planned pro- 
gram was emphasized later in an 
editorial in HOSPITALS, August 
1948, titled “Spectacular Fumble.”’ 
That editorial prompted me to re- 
cord the procedures followed at 
Harper Hospital last year as a pos- 
sible starting point for other hos- 
pitals. Our experience showed us 
that a few advance plans will do 
much to make this public relations 
project successful. 

First, someone has to be in 
charge of the program and guide 
it from start to finish. In some hos- 
pitals this person might have to be 
a department head, an assistant 
director or even the director. In 
this hospital the assignment was 
given to an administrative intern. 
Though the assignment was made 
early in April it proved none too 
early to start planning, particular- 
ly from the publicity angle. 

A small committee should be ap- 
pointed to assist with the general 
planning and two or three meet- 
ings of this committee should be 
ample. In the first meeting the 
committee should outline a tenta- 
tive program and select methods 
of publicity. Our committee gave 
the intern authority to coordinate 
all planning and had him report at 
the second and final meeting held 
about May 1. 

Next to be decided is what the 
visitors should see. It is best to let 
them see everything they expect 
to see and a little more. It also is 
wise to arrange for an exhibit or 
Presentation at each department 
visited, such exhibit to be in charge 
of someone familiar with the de- 
partment. 

We showed our visitors the school 
of nursing classrooms and model 
teaching wards, the outpatient, 
Physiotherapy and x-ray depart- 
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ments, central supply, one patient 
floor, a nursery, an operating room, 
the pathology laboratory, formula 
room, the main cafeteria and kitch- 
en, the laundry and maintenance 
shops. 

In each of these departments the 
visitors were greeted by one of the 
department employees, usually the 
department head, who explained 
the function of that department. 

Department heads were free to 
talk and demonstrate what they 
felt would be of interest to the 
public. Most of them discussed 
their department’s role -in the care 
of the patient, the number of per- 
sons in the department, specialized 
equipment, amount of work done, 
costs involved—both total and per 
unit, such as per patient, per hour 
and per pound. 





Four places proved of special in- 
terest. One was physiotherapy with 
its whirlpool baths and Hubbard 
tank. Second was the pathology 
laboratory as presented by a resi- 
dent. Third was the big x-ray ma- 
chine, shut down for the day so 
its details could be explained by 
one of the physicists. Fourth, and 
most interesting of all, was the op- 
erating room. We selected the one 
nearest the elevators. It had been 
prepared for an appendectomy, 
complete with Chase doll. 

In addition to this type of ex- 
hibit a background of historical 
pictures showing personnel and 
staff some years back will add 
much color to the day’s activities. 
In our case, books and pictures 
placed along our busiest main floor 
corridor for several days prior to 
and after May 12 proved of interest 
to more persons than we had an- 
ticipated. 

A most important detail is the 
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AN ATTRACTIVE student nurse smiling from behind a bouquet of flowers is much preferred 
to a printed sign directing National Hospital Day visitors to a central gathering place. 
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Tour No. 1 

(2 to 4 p.m.) 
Start from Pine Room; take 
Corridor to Brush lobby; 
Elevator to operating room; 
Stairs to 7 South (nursery) ;* 
7 Center (laboratory); 
Elevator, on Brush side, to 
3 Center (floor) ; 
Elevator, on Brush side to 
Central supply room; 
Go to formula room, then past 
Laundry, into 
Main kitchen, through corridor 
Past store room, upstairs to 





A Guide for Guides 


Each tour should be charted in advance. This was a typical tour 
schedule at Harper Hospital for National Hospital Day. 


(*After 4 p.m. omit 7 South) 


Maintenance, into O.P.D.; 

Elevator to 3rd floor (split load) 

Physical therapy and dental 
clinic; 

Walk to 2nd floor O.P.D.; pass 
into 

2nd floor of Old Harper 
Building; 

Upstairs to 3rd floor Old Harper 
to 

School of Nursing; then down- 
stairs to 

X-ray’s Big Bertha; 

Cafeteria; 

Return to Pine Room. 








method of greeting visitors and 
guiding them around the hospital. 
Good public relations can be 
strengthened by asking volunteer 
workers to help or by relying on 
student nurses or dietetic interns. 
We asked and received help from 
all three, the nurses in particular 
seeing an excellent opportunity to 
do a little student recruiting. 

We gave our guides special in- 
structions. We felt that it was im- 
perative to make the tours appear 
homelike and friendly, especially 
since large institutions often are 
accused of being cold and imper- 
sonal. Guides were introduced to 
the department head or represen- 
tative so that each could say, for 
example, ‘This is Mr. Smith who is 
in charge of our maintenance de- 
partment. Mr. Smith will give you 
a brief explanation and demonstra- 
tion of the work done here.” 

Furthermore, we selected pleas- 
ant, attractive girls who knew the 
hospital well and who were mature 
enough to handle most situations. 
They were told to avoid contro- 
versial issues, the wisdom of which 
is shown by this incident. 

Upon greeting a new group of 
visitors I immediately was assailed 
by one because we do not admit 
osteopaths to Harper Hospital. For- 
tunately there was a very vocal 
premedical student in this group 
and he rose to the occasion by 
making a violent defense of medi- 
cine. I put these two together in 
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one party and told the student 
nurse to take the group through 
the hospital as quickly as possible 
and not to become involved in the 
discussion. She later reported com- 
plete success. The opponents had 
continued their arguments without 
paying attention to anyone else. 


Publicity Devices 


About May 1 posters should be 
placed in prominent places calling 
attention to National Hospital Day 
and the hospital’s part in it. Signs 
at the public entrances on May 12 
help in guiding visitors to the cen- 
tral gathering spot, but an attrac- 
tive student nurse smiling behind 
a bouquet of flowers is much pre- 
ferred. This central gathering place 
should be away from the usual flow 
of daily visitors. 

Before guests arrive, tne volun- 
teer guides should be taken on a 
tour of the hospital. They s:ould 
be furnished with the routes to 
follow—preferably two or three 
routes to eliminate bunching of 
groups. A single group never should 
consist of more than one elevator 
load, otherwise some guests might 
be lost. 

It is necessary to have one per- 
son on duty to greet visitors, co- 
ordinate the tours and answer 
questions at the central point. We 
used our intern. Furthermore, we 
found that our guests were very 
interested in a mimeographed fact 
sheet given them at this point. This 








listed the number of births, oper: - 
tions, patients, employees, mea's 
served, pounds of laundry washe:l, 
and similar details. 

Last, and not the least in im- 
portance, is the correct handling of 
outside publicity. We made the 
common error of too little publicity 
too late, particularly in regard to 
newspapers. Editors are coopera- 
tive but prefer joint releases from 
all the hospitals in town to single 
items from individual hospitals. It 
is wise to unite all local hospitals 
in joint publicity, particularly for 
the all-important Sunday editions 
in large cities. The editors of big 
dailies in Detroit said they would 
have welcomed a Sunday feature 
article had we given them ample 
notice and plenty of material, but 
the most extensive release we had 
was 35 lines in a daily edition. 

It is possible to find the best 
method for next year’s publicity by 
canvassing this year’s visitors. Ra- 
dio proved to be of greatest value 
to us, for most breakfast hour com- 
mentators and disc jockies need all 
the material they can gather. We 
received enthusiastic support from 
them and results were good. A poll 
of our visitors showed that almost 
50 per cent had heard of Harper 
Hospital and National Hospital Day 
over the radio. Newspapers, post- 
ers and hearsay accounted for the 
remainder. 

At least a month’s notice should 
be given to churches, schools, 
clubs, fraternal organizations and 
youth movements. We found it 
took all of that time for them to 
reach their members. 

Within the hospital our program 
erred in planning guided tours 
every 15 minutes, with five min- 
utes allowed for visiting each de- 
partment. It is preferable to plan 
tours every half hour, or even 
hourly, and to allow from 10 to 15 
minutes in each department for 
people do not come in a steady 
stream. They come in groups and 
it is best to start them simultane- 
ously over the separate routes. 

From our experience, we know 
that under proper guidance a Na- 
tional Hospital Day program can 
be put over with a minimum of 
fuss and worry. We received the 
utmost cooperation throughout the 
hospital and felt it had been well 
worth the time and effort. 
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Substitute Dietitian’s Dilemma 


Here was opportunity; in seven weeks he learned about 
the temperaments of cooks, purchasing of beans and 
soda and why the south elevator cannot be used at noon 


HEN Mrs. “X,” dietitian for 

the 65-bed hospital made a 
quick exit, the administrator cast 
about for someone to sample the 
soup. I was the administrative in- 
tern. As his eye fell on me, his 
face went into a broad grin. His 
finger pointed right at my nose. 
As of that moment I was the ‘“‘die- 
titian’” with full responsibility and 
a free -hand. 

Since the department heads had 
their hands full and I had not yet 
studied the dietary department, 
here was a shining opportunity. 
During the next seven weeks I 
learned about the temperaments 
of cooks, the purchasing of beans 
and baking soda, the difference 
between a 5. and a 10 per cent 
vegetable, and why the poor hos- 
pital patient has become resigned 
to cold toast. — 

The kitchen folks immediately 
began to ask questions: ‘‘What 
shall we cook tomorrow? When do 
I get my other day off? How about 
the leftover liver?” 

Drawing on my vast experience 
—(1) helping mother decorate 
Christmas cookies, (2) getting the 
Boy Scout cooking merit badge, 
(3) working as a college waiter, 
and (4) sitting in on three lectures 
in a restaurant administration 
course—I figuratively tied on my 
apron, found a pad of paper and 
sharpened a shiny new pencil. 

I sat down at the desk next to 
the ice cream freezer and began 
to study menus, recipes, special 
diets and price lists. Being hope- 
lessly swamped at first, I had the 
cooks and tray girls do things just 
as they had before. I adopted that 
well-known technique of copying 
from the old menus. This was 
stopped when I discovered that 
they were arranged with a certain 
monotonous regularity in pre- 
master-menu fashion. 

When the patients and nurses 
found me they begged for elimina- 
tion of the fried pike which was a 
Friday “must.” I tried halibut, 
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white fish, cod and “shrimp wig- 
gle.” I did not dare to try oysters 
on the unsuspecting just yet. 
Recipes? I found them in the 
Sunday supplements, in hospital 
literature and in the half dozen 
cook books around the kitchen. 
The habit of serving chicken every 
Sunday was discontinued. Also the 
inevitable liver on Wednesdays and 
the old standby of wieners and 
kraut on Thursdays were dropped. 
We experimented with an eight- 
day menu cycle and strived for 
variety. Stuffed celery was pre- 
sented (and really surprised the 
patients), a concoction of sliced 
apples and sweet potatoes was de- 
vised, parsley began to wave, and 
I whipped up an occasional banana 
malted milk for a nourishment. I 
did not aim initially at economy. 
In the storerooms I found a few 
spoiled potatoes, a sack of stained 
frozen sugar and too many crack- 
ers. Besides these, there were vast 
quantities of unrecorded canned 
goods. I contributed my own brand 
of mistakes by buying too much 
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Hopelessly swamped... . 


meat on the weekly order, by not 
using leftovers, by not crisping our 
radishes and celery and in count- 
less other ways. 

From the standpoint of ordering, 
I gradually made out a list of the 
previous suppliers, including sales- 
men’s names and telephone num- 
bers, the days on which they called 
and their prices. I planned an out- 
line menu for two weeks in ad- 
vance. 

On the personnel side, I lost the 
power behind the throne at the 
very beginning when the cook was 
scheduled for a major operation. 
She had been the chief cook for 
several years. I interviewed the 
diversified applicants who followed 
up the advertisement for the posi- 
tion and settled on the one who 
had not been a short-order cook. 

Then came the friction. The 
kitchen had a regular family of 
“sidewalk superintendents.” The 
housekeeper was in the habit of 
mixing up a cake or throwing 
together her favorite salad for the 
nurses or patients, or waiting on 
the nurses in their dining room. 
She was a mixed blessing. 

The laboratory technicians knew 
where the cookies were kept, and 
they and the operating room nurs- 
es stopped in every morning for 
coffee and the leftover cake, pie 
and salads which were saved in 
the corner of the ice box for them. 
The engineer had his coffee a little 
later, and the kitchen people had 
theirs at almost any time. 

But then the lab girls helped 
serve when more hands were 
needed, and the engineer brought 
in the cases of canned goods left 
on the outside top steps. It was 
indeed a family project. 

At noon some of the maids also 
would come down for “a lil’ piece 
of meat” to put on the bread they 
had brought from home. 

As the seven weeks went by, 
more cooks were hired until the 
right combination was reached. I 
made out schedules of hours and 
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days off and holidays and soon be- 
gan to understand when each per- 
son was supposed to come and go. 
I had all of them take three dif- 
ferent medical tests—not without 
resistance. We found that one tray 
girl was anemic. 

And special diets! At first the 
cooks and tray girls struggled 
along with suggestions from the 
various nurses. This meant a great 
deal of cheese fondue for the lights 
and softs. Meanwhile I took the 
diet books home and found that 
one does not serve cabbage (which 
the kitchen employees knew) or 
onions (which we all knew) or 
fat pork to a light. 

There was some difficulty over 
broccoli, because one woman who 
had a garden announced that this 
vegetable was a member of the 
cabbage family, and so some 
thought that it could not be served 
to certain patients without dire 
consequences. The matter came to 
a head between the cooks, tray 
girls, and the authoritative house- 
keeper. I was called to the kitchen 
to make the decision. With only 
outward conviction I said that it 
would be served that day. Inward- 
ly I hoped that no patient would 
get worse. 

As I delved deeper I learned 
the carbohydrate, mineral and 
vitamin content of vegetables, the 
items to include in a soft, a fat 
free or other diet. I had the feel- 
ing of real achievement when I 
mastered the diabetic diet sched- 
ule. Generally there were a few 
diabetic patients in the house, and 
now there was one who came to 
the hospital each day for three 
meals. I soon found the small scale. 
The cooks learned to distinguish 
between the more and less starchy 
vegetables and meats. They gin- 
gerly weighed the quantities, re- 
membered how many grams a 
square of butter weighed, and they 
began to garnish with a flourish. 

One morning I made a surprise 
entrance at 6:45 and found that 
the early morning cook had stayed 
home in spite. She had been asked 
to leave in two days. That week a 
local schoolteacher began to help 
prepare menus and special diets 
so that the administrative intern 
could study other parts of the hos- 
pital. She once had taught do- 
mestic science. 
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I whipped up a concoction. . 


At seven that morning she 
brought in some written diets 
which she had prepared the night 
before. We both rolled up our 
sleeves and put on aprons and 
turned out cooked oatmeal, scram- 
bled eggs, toast, jam and coffee for 
60 patients. Some of them ex- 
claimed later that it was the best 
breakfast they had been served in 
the hospital. The teacher’s sugges- 
tion of keeping the finished toast in 
the heated oven until it went up 
had for once kept the toast hot. 

In due course I learned where 
to store the new silver, where to 
keep the keys to the storerooms 
and the ice cream box, and where 
to place the notes for the night 
watchman. with the instructions 











The patients wailed.... 


for pitting on the roast at 4:30 
A.M. in an oven at so many degrees. 

One day a hospital supply sales- 
man found me at my desk. He 
asked where he might find the 
dietitian. I told him that I was it. 
“You?’”’ he asked, with a look of 
consternation. 

My greatest compliment came 
one Friday afternoon when a nurse 
stopped at my desk in the business 
office and asked if she could have 
the recipe for salmon loaf. 

Although it had meant staying 
up late and coming early, listening 
to the bickering, placating the out- 
raged nurses who received the 
wrong diets for their patients, 
hearing the wails of the cooks who 
insisted that they just sent up two 
quarts of milk on the dummy, and 
struggling with soaring food costs, 
I felt that it was well worth the 
effort. 

I had learned the problems of 
the dietary department from the 
bake oven to the bedside. I came 
away feeling that a conscientious 
dietitian has a large order to fill. 
I found that the kitchen work must 
be carefully integrated with the 
other services of the hospital, that 
at times the work of kitchen em- 
ployees is not appreciated by the 
flighty tempered. I also felt that a 
good salary invested in a trained 
dietitian is the first requisite for a 
good food service. I learned that 
the hardworking dietitian needs 
encouragement as well as stimula- 
tion to keep her going. 

When I left the hospital at the 
end of my internship, I thought 
that every administrative intern 
should work in the kitchen at least 
two weeks. Then he would under- 
stand some day what his dietitian 
meant if she reported: ‘We have 
53 regulars, 12 softs, 3 diabetic, 1 
salt free, 4 liquid, 4 iow residue, 3 
high caloric, 2 ulcer and 4 fussy; 
the second cook is ill; eight new 
students come tomorrow; the pota- 
to peeler is out of order; there are 
roaches in the store room; the 
dairy has not sent the butter and 
we are completely out; Mrs. Trus- 
tee says that she has not had any- 
thing but stone cold coffee for a 
week; the interns have been riding 
down the dummy to raid the kitch- 
en at night, and the doctors won't 
let us use, the south elevator at 
noon.” 
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The Insurance-Report-Form Triad 


Misunderstandings Call for Standards 


-NSURANCE FORMS are increasing 
l in number by leaps and bounds. 
With this increase, there is a 
mounting tension between the pa- 
tient, the business office and the 
physician; a triad in which perfect 
liaison is imperative. 

The patient often feels that the 
physician is depriving him of his 
just insurance proceeds. The phy- 
sician is becoming swamped by 
clerical work. The business office 
is creating ill will between the hos- 
pital and the patient by demand- 
ing assignments of the benefits. 

Moreover, the hospital adminis- 
trator is beset with the problem of 
differentiating between those con- 
tracts which reimburse the hospi- 
tal directly, those which pay the 
hospital on assignment of the bene- 
ficiaries’ interest, those which will 
pay only the patient and those 
which contain benefits for the phy- 
sician or surgeon. The dilemma is 
getting more and more difficult and 
complex, and is destroying much 
of the splendid hospital-patient re- 
lationship which a good business 
understanding should generate. 

The major problems arise from 
three sources: (1) The patient’s 
ignorance of exactly what he has 
purchased when he buys a hospi- 
talization and/or a medical and 
Surgical prepayment policy; (2) 
the form which the insurance pro- 
vides for the physician’s and hos- 
Pital’s report of a claim, and (3) 
the hospital’s and physician’s lack 
of information concerning the pro- 
visions of the patient’s contract. 

One of the common causes for 
ill feeling among the hospital, phy- 
Sician and the patient is the lack 
of knowledge of exclusions which 
are an integral part of the con- 
tract. It appears that many policies 
exclude hospitalization and physi- 
Cian’s benefits for diseases that ex- 
isted before the issuance of the 
insurance coverage. This is not ex- 
Plained to the patient by the en- 
thusiastic salesman. Some contracts 
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are not so limited; others will not 
deny liability when the policy has 
been in existence for one year. 
Avoidance of the pre-existing 
disease limitation would be most 
beneficial to good relationship and 
would save much needless argu- 
ment, strife and duplicity. When 
the patient attempts to collect what 
he believes is his just due, he finds 
himself without coverage. More- 
over, the patient often is entirely 
innocent of any deception or du- 
plicity. These are examples: 
» E. F. M., a respected newspaper- 
man of 40 years, has had occasion- 





For Better Understanding 


Amicable relationships among 
insurance companies, hospitals, 
physicians and patients are threat- 
ened by three factors: Patients’ 
lack of knowledge of insurance 
contract provisions; inadequacy 
and variability of physicians’ and 
hospitals’ report forms; hospital 
authorities’ ignorance of the insur- 
ance contract terms. 

To correct these problems the 
authors recommend: (1) Attach- 
ment of a flyleaf to all policies, 
setting forth clearly and simply 
the limitations and benefits of the 
policy; (2) acceptance of a stand- 
ard insurance report form; (3) 
listing of contract provisions and 
waiver of privileged communica- 
tion on the report form; (4) re- 
imbursement of physicians for 
completing insurance forms; (5) 
acceptance by the insurance com- 
pany of risks on pre-existing ill- 
ness after the policy has been in 
force for a specified period; (6) 
issuance of $25 or $50 deductible 
policies to discourage their abuse 
by policy holders. 





al backache for some 20 years. It 
had been incapacitating to a mod- 
erate degree 15 years previously 
when it had been diagnosed as 
lumbago~or arthritis. He had 
served four years in the Army 
without any severe trouble and he 
gave the entire problem no thought 
when he applied for his hospitali- 
zation insurance policy. 

Two years after the policy had 
been in effect, he again developed 
backache. It became progressive- 
ly more severe, and he consulted 
an orthopedic surgeon for the first 
time in 15 years. This surgeon 
found a herniated intervertebral 
disc and performed an operation 
for its cure. 

In his report to the insurance 
company, the surgeon said that in 
his opinion the inception of this 
disease dated back 20 years and 
that the original backache timed 
the inception of the disc herniation. 

The insurance company denied 

liability on the basis of the disease 
pre-existing issuance of the insur- 
ance coverage. Interestingly 
enough, as in almost every in- 
stance, E. F. M. holds no .ill will 
toward either his insurance agent, 
or the insurance carrier but only 
against the surgeon who reported 
his honest findings and profession- 
al opinions. 
» Mrs. J. S. B., a housewife of 57, 
came to her surgeon because of a 
cystocele and rectocele. It had been 
bothering her for about two years. 
Her youngest child was 22. Her in- 
surance had been in existence for 
two and one-half years. The sur- 
geon recommended repair. In the 
insurance form submitted by the 
company, the origin of the diseased 
state was questioned. The surgeon 
wrote ‘“childbirth.’’ The insurance 
company denied liability. 

These are but two of a myriad of 
instances where ill will has de- 
veloped and which easily could 
have been avoided by a proper 
understanding of the provisions of 
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the insurance policy by all. It is a 
daily occurrence that the patient 
will give symptoms which may 
well antedate any insurance cov- 
erage and which may well be the 
symptoms of a disease. A recent 
case illustrates the point: 
>» J. R. had symptoms of heartburn 
and epigastric distress for seven 
years. He had seen various physi- 
cians. They had made a diagnosis 
of an ulcer or of a gastritis but no 
x-ray study had been made. The 
patient then developed a severe 
gastric hemorrhage and was ad- 
mitted to the hospital. The ques- 
tion is, when did his ulcer de- 
velop? There was no objective 
proof that the patient had an ul- 
cer until the time of his hemor- 
rhage. How is the physician to an- 
swer the question, “When did this 
patient’s first symptoms develop?” 

Another problem besetting the 
physician is found in those policies 
which do not cover diagnostic 
work. A patient develops severe 
abdominal pain and is sent to the 
hospital for the evaluation of a 
possible acute appendicitis. In the 
hospital the patient is studied 
thoroughly and yet nothing is 
found. In our hospital we discharge 
these patients as “under observa- 
tion acute appendicitis — no dis- 
ease found.” Yet did observation 
amount. to treatment? Or was this 
patient in the hospital for a diag- 
nostic survey? 

So many patients who carry in- 
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A UNIFORM hospi- 
tal report for pa- 
tients with hospitali- 
zation insurance is 
recommended. This 
will protect the phy- 
sician and the hospi- 
tal, and reduce paper 
work. Reproduced 
here is a report form 
that has been ap- 
proved by the Amer- 
ican Hospital Asso- 
ciation, Health and 
' Accident Underwrit- 
ers Conference, and 
the International 
Claim Association. 


surance almost demand _ hospital 
admission for study. The study 
may lead to a therapeutic hospi- 
talization. It is often impossible to 
separate the two. A possible solu- 
tion to this dilemma might be the 
issuance of a $25 or $50 deductible 
policy. This would make the pa- 
tient less insistent on hospitaliza- 
tion for minor procedures and 
diagnostic surveys. 


Insurance Report 


It is imperative, of course, that 
the insurance carrier be informed 
of certain facts which will deter- 
mine whether or not the patient’s 
hospitalization will come within 
the provisions of the particular 
policy. Furthermore, the specific 
provisions of certain policies ‘de- 
mand answers to questions that 
will vary from contract to contract. 

Yet no physician who completes 
these forms can help but be im- 
pressed by the tremendous varia- 
tion in their structure. Without 
doubt, many of these could be sim- 
plified without sacrifice of com- 
pleteness. Above all, they could be 
made uniform so that the physician 
can fill them in routinely rather 
than study each form against the 
patient’s record. 

An attempt has been made to 
work out a standardized form -on 
the part of the American Hospital 
Association in conjunction with the 
International Claim Association 


and Health and Accident Under- 









writers Conference, but it has 
failed to receive either the wide- 
spread publicity or adaptation 
which we feel it should have.* 

In our institution all report 
forms that call for a physicians 
signature are completed by the 
physician. Their completion with 
accuracy is a time-consuming task. 
Their variability makes them a 
hated chore. As the number of pa- 
tients requiring these is constantly 
increasing, the physician is becom- 
ing appalled and somewhat en- 
raged by the seemingly unre- 
warded task of writing or dictating 
the answers to a variety of ques- 
tions. He feels himself uncompen- 
sated for his time and his effort. 

Insurance companies usually do 
not compensate the physician for 
filling in the patient’s report, 
either saying or intimating that 
any expense involved should be 
charged against the patient. The 
physician, however, seldom makes 
any charge for this service. Yet the 
physician is requested for his ex- 
pert opinion and is subjecting him- 
self to subpoena on the basis of a 
written opinion. 

The hospital is also in a dilemma 
when required to fill in a portion 
of an insurance report. Actually it 
is intimated by many of these re- 
ports that a certain compensation 
will accrue to the hospital from the 
insurance. But in many instances 
there is no exact knowledge of 
how much or what percentage of 
the hospital bill will be taken care 
of by the carrier. This leaves the 
adjustment of the hospital bill for 
a later date, rather than at the 
time of the discharge of the pa- 
tient. Such procedure is obviously 
poor business practice; many pa- 
tients have not established credit. 

When an assignment of the pro- 
ceeds of the policy is appended to 
the report form, there is still the 
problem of instructing the patient 
that the purpose of this policy is to 
pay his hospital bill and not to 
profit the insured. There is no man- 
datory provision that the patient 





*Further study on uniform plans and 
forms is now being conducted by_ the 
Association’s Council on Prepayment Plans 
and Hospital Reimbursement and a com- 
mittee of the Health Insurance Council, 
representing commercial insurance groups. 
A system of uniform reporting has been 
worked out by the Cleveland Hospital 
Council for hospitals in that city; another 
is being developed at Chicago. The plans 
may become the basis for an acceptable 
pattern for other large communities.— The 
Editors. 
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must assign his benefits to the hos- 
pital. Thus a wedge is driven into 
the normally good patient-hospital 
relationship. The hospital is made 
an ogre who is trying to deprive a 
sick man of his due. 

Just a few simple steps would 
go a long way to restore the in- 
surance to the place which it 
should enjoy, as the integrator be- 
tween the patient and his medico- 
economic problem. 

1. The patient should have an 
understanding of exactly what he 
is buying when he gets medical 
insurance. A small fiy-folder in 
red ink attached to his policy with 
the headings, “You are covered 
for’ and “You are not covered 
for,’ would prevent misunder- 
standing. 

2. The physician and the hospi- 
tal should be instructed in the 
terms of the patient’s contract. 
This will obviate any misunder- 
standing on their part and will 
enable them to establish the tri- 
angular relationship. The place for 
such information can well be on 
the form which physicians and the 
hospital administration must fill in. 

3. A uniform report should be 
accepted by the insurance compa- 
nies so that the physician is able 
to fill them in with a minimum of 
trouble. Furthermore, a sufficient 
supply of these should be given to 
the physician so that he may re- 
tain a copy for his file. 

4. It probably would be profit- 
able for the insurance companies 
to pay a minor fee for the filling 
in of these report forms. This 
might constitute a major expense 
to the insurance company but it 
would be well paid in good will. 

5. One more problem which is 
worthy of a word is the matter of 
privileged communication. Some 
report forms from insurance com- 
panies contain the statement that 
the patient in applying for his pol- 
icy has waived the right of privi- 
lege. Other insurance companies 
append a signed waiver or a photo- 
Stat of the waiver. Many contain 
neither. This leaves the physician 
in a quandary and may often lead 
him to answer questions which he 
may later regret or make him too 
wary in his answers. For this rea- 
Son, all report forms should con- 
tain some statement in regard to 
the status of the waiver. 
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No Supporting Evidence 


What compulsion cannot effect 


\ JOULD A GOVERNMENT system 
of compulsory health insur- 
ance improve the nation’s health? 
Supporters of such a system often 
say it would. A recent study by the 
Research Council for Economic Se- 
curity, however, shows little evi- 
dence to support this view. The 
council found that the method of 
financing has little effect on a na- 
tion’s health status. 

The study compares certain pre- 
war health indexes of countries 
having (1) compulsory health in- 
surance — France, England and 
Wales, and New Zealand, (2) pri-. 
vate voluntary medicine — United 
States, Australia and Canada, and 
(3) government subsidized and 
regulated voluntary insurance 
plans—Denmark, Sweden and Bel- 
gium. Since the war Australia, 
Sweden and Belgium have made 
health insurance compulsory. 

Two indexes were selected as the 
best indication of national health— 
infant mortality rates and male life 
expectancy at birth—because these 


. figures are not affected by specific 


health or disease problems peculiar 
to any given country. Prewar sta- 
tistics were used to avoid distor- 
tions from wartime conditions. 





BY COMPARISON 


Compulsory Plans 


Crude Infant 
Death Mortality 
Rate* Rate* 
New Zealand 9.4 33.4 
England 
& Wales 12.0 55.2 
France : 15.2 65.5 


Subsidized Plans 
Sweden 11.8 43.9 
Denmark 10.6 62.4 
Belgium 13.2 82.1 


Private Plans 


Australia 9.5 38.2 
United States 11.0 52.7 
Canada 10.0 69.6 


*Averages of rates for 1937-1938. 











In no instance is there an ap- 
preciable correlation between 
either of these indexes and the 
system of medicine practiced by a 
particular country. This is illus- 
trated in two ways by the study. 
First, there is about the same varia- 
tion in rates among countries with- 
in each group. For example: Under 
compulsory health insurance, in- 
fant mortality rates ranged from 
33.4 per 1,000 live births in New 
Zealand to 65.5 in France. Under 
voluntary systems, the range was 
from 38.2 in Australia to 69.6 in 
Canada. Male life expectancy at 
birth varied from 55.9 years in 
France to 65.5 years in New Zea- 
land (compulsory), and from 61.9 
years in the United States to 63.5 
in Australia (voluntary). 

Second, by group comparison, 
there is little difference in rates or 
in the range of rates. In fact, the 
highest infant mortality rate (82.1) 
was reported by Belgium which 
had state-subsidized medicine. 

In addition to these indexes, the 
study compares: Crude death rates 
(see chart); maternal mortality 
rates; death rates from contagious 
and infectious diseases, and death 
rates from tuberculosis. There 
again the council found little or no 
relationship between rates and the 
method of financing health serv- 
ices. The variations were similar to 
those reported for infant mortality. 

Although the system of paying 
for medical care does not in itself 
appear to play a major role in na- 
tional health, the council suggests 
other factors that seem to have a 
more direct bearing on the quality 
and quantity of medical care. Bet- 
ter results might be obtained by 
improving standards of living, good 
nutrition, eliminating economic and 
social inequalities between races, 
developing medical facilities and 
preventive medicine. 

The council’s complete report, 
“The Health of Nations,’ may be 
obtained from the Research Coun- 
cil for Economic Security, 111 W. 
Jackson Blvd., Chicago 4. 








Where Money Is Needed 


This survey shows that tuberculosis 
hospitals are hampered by inadequate 
allowances for proper patient care 


costs in governmental and 
voluntary tuberculosis hospitals 
from coast to coast indicates that 
budget allowances generally are 
inadequate. 

The survey emphasizes that it is 
impossible to give proper care to 
tuberculosis patients on an expen- 
diture of less than $6 per day. Yet 
per diem costs of 83 hospitals aver- 
age $5.92 for a possible patient 
load of 22,634. Forty-seven per 
cent of the hospitals reported per 
diem costs below this average, the 
lowest being $2.23. 

Whenever operating or govern- 
ing boards allow the per diem cost 
allowance to fall below the $6 
level, patient services suffer. Fur- 
ther, the actual operating experi- 
ences of these hospitals prove that 
at least $6.50 a day should be pro- 
vided if they are to do the type 
of job that is so greatly needed. 

Last October, questionnaires 
were sent to 100 tuberculosis hos- 
pitals of 100 or more beds. These 
represented every state in the un- 
ion. At the time of this compila- 
tion, 83 had responded. 

So that the survey might be of 
real value, I included only those 
hospitals that devote their full 
time, entire space and all services 
to the care of tuberculosis patients. 

In the compilation, the hospitals 
first were divided into two groups. 
Fifty-one of the 83 reporting hospi- 
tals are in the 100 to 250-bed group 
while 32 fall in the group of 250 
or more beds. The per diem costs 
of the 100-250 group average $6.03, 
while the average per diem costs 
of the hospitals with 250 or more 
beds average $5.73. The highest 
per diem cost in any one hospital 
($12.83) is in the 100 to 250-bed 
group. The hospital with the lowest 
per diem cost ($2.23) has 193 beds. 
A 1,155-bed hospital and a 110- 


A RECENT SURVEY of operating 
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bed hospital were next lowest with 
a per diem cost of $2.85. This is 
the breakdown according to hospi- 
tal size (see table for further 


breakdown): 
Average 
No. of Per Diem 
No. of Beds Hospitals Costs 


100-150 30 $5.80 

151-250 21 6.38 

251-500 24 5.85 

501 & over 8 5.38 

Total 83 $5.92 

The survey shows further that 
geographic location has little effect 
on per diem costs. Some of the hos- 
pitals that vary widely in per diem 
costs are in the same section of the 
country. High and low per diem 
costs are found side by side in all 
sections of the country. 

Survey cost figures do not in- 
clude either depreciation on build- 
ings nor capital outlay. In a con- 
siderable number of cases, per 
diem costs including these two 
items were obtained but those fig- 
ures differ just as much as the 
per diem costs that omit them. In 
all cases the per diem costs include 
medical attention, nursing care, 
rooming facilities, food service, pa- 
tients’ laundry, medications and 
similar services. 

Several hospitals reported that 
the first half of their present fiscal 


year shows per diem cost allow- 
ance increases of 10 to 20 per cent 
over the past fiscal year. Still, op- 
erating budgets in many tubercu- 
losis hospitals are limited by too- 
low per diem cost allowances. 

The effect on patient services is 
well expressed by the superintend- 
ent of the hospital having a per 
diem cost of $2.85. He wrote: 

“T am well aware that our oper- 
ating costs are entirely out of line 
with similar hospitals—as a matter 
of fact, with all hospitals of this 
type in the middle west. 

“The state laws under which we 
operate as a county tuberculosis 
hospital place us more or less in 
competition with the state tuber- 
culosis sanatorium as well as two 
city institutions. They compel us 
to operate on a very small budget 
and confine us to operating costs 
of less than $3 per patient day. We 
must cut all corners. Our salary 
list is quite low and salaries for 
scientific medical services are ex- 
tremely low. 

“Although we feel that we fur- 
nish adequate food service—even 
better than the average hospital— 
our 1947 raw food cost was 67 cents 
per day, and in 10 months of 1948 
it has been 60 cents per day.” 

Similar comments were received 
from other tuberculosis hospitals 
that are compelled by limited 
budgets to operate at a low per 
diem cost. 

With the per diem cost of raw 
food hugging the $1 mark and that 
of prepared and served food hug- 
ging the $1.50 mark, it is evident 
that many tuberculosis hospitals 
of this country—including govern- 
mental and voluntary hospitals— 
cannot hope to do justice to their 
noble undertaking on the limited 
per diem cost allowances provided 
in their operating budgets. 
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Per Diem Cost Variations 


100-150 


Bed Size 


151-250 251-500 501 & over 
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An Agreement on Disaster Care 
After Detailed Study, a Revised Plan 


IRES, FLOODS, TORNADOES and 
OF is calamities claimed 1,172 
lives and injured 6,389 persons in 
the 30 most severe disasters in this 
country during the three-year pe- 
riod ending June 30, 1948: These 
figures on personal injury alone 
show the problems confronting 
hospitals, doctors and nurses when 
disaster strikes. Of more than 7,000 
disaster casualties, a great many 
required joint planning by the Red 
Cross, hospitals, and the medical 
and nursing professions for care 
that would last over a period of 
months—sometimes years. 

Since hospitals and the Red Cross 
render joint services for those dis- 
abled by disaster, the plans and 
programs of each should be known 
to the other. With this in view the 
two organizations, the American 
Hospital Association and the Amer- 
ican National Red Cross, have per- 
fected cooperative understandings. 
The purpose is similar to that of 
other agreements in recent years 
between the Red Cross, the Ameri- 
can Medical Association, American 
Dental Association, National Foun- 
dation for Infantile Paralysis, Pub- 
lic Health Service, Army, Navy, 
Coast Guard, Boy Scouts and other 
such organizations. 

Both the Red Cross and the 
American Hospital Association are 
involved in practically all natural 
disasters. There are problems pe- 
culiar to both and by this effective 
understanding each can know of 
and assist the other in its mission 
to eliminate many of the evil ef- 
fects of disasters. To this end it is 
urged that every chapter of the 
Red Cross and every member of 
the American Hospital Association 
establish or renew relations for 
the purpose of making effective 
these understandings. 

Red Cross chapters in their pro- 
gram of disaster preparedness and 


b Since writing this article, Dr. Wilson has 

€en appointed 7 director of the 

ge — Medical Association’s Washing- 
office. 
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relief recognize the responsibility 
of local hospitals and the medical 
and nursing fraternities in care of 
the injured. Predisaster planning 
and actual disaster operation, how- 
ever, include important assistance 
by the Red Cross to those respon- 
sible. This may be recruitment of 
doctors and nurses from consider- 
able distances. It may mean pro- 
curement of emergency drugs and 
surgical appliances. Frequently it 
has meant assistance in the trans- 
portation of injured people as well 
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FOLLOWING a gas explosion that leveled a 
section of Cleveland in October 1944, Red 
Cross workers aided 364 injured persons. 


as the payment of medical, nurs- 
ing and hospital bills. It may mean 
the assignment to the hospital of 
other necessary personnel such as 
volunteer nurse aides, first aid 
workers, social case workers, regis- 
tration clerks and others. 

Through understandings, valu- 
able time is saved in rendering 
effective service to the unfortu- 
nates. When a disaster strikes, eac!: 
agency that is properly set up act: 
with promptness and with cc.- 
plete assurance, for each knows its 
place in the total program. The 
new agreement between the Amer- 
ican Hospital Association and the 
American Red Cross is a document 
of some 3,000 words. It is printed 
in sufficient quantities so that every 
Red Cross chapter and every Asso- 
ciation member may have a copy. 

This review of the agreement is 
intended to call attention to out- 
standing features, among which is 
the definition of disaster as agreed 
to by the two organizations: 

“A disaster is defined as any 
situation, usually catastrophic in 
nature, where numbers of persons 
are plunged into helplessness and 
suffering, and as a result need 
food, clothing, shelter, medical, 
nursing and hospital care and 
other basic necessities. Under the 
terms of its congressional charter, 
the responsibility rests on the 
American Red Cross to be organ- 
ized to give disaster relief wher- 
ever disasters may occur through- 
out the country. Prompt and ade- 
quate relief is based on community, 
state and national preparedness, 
understandings, and plans to dis- 
cover and meet disaster hazards. 
The Red Cross assists families and 
individuals to the extent that their 
needs are disaster-caused and can- 
not be met by the families them- 
selves. 

“Assistance may include aid in 
the evacuation of persons and 
property, medical, hospital and 
nursing care, food, clothing and 
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Emergency Report 


LASHED TO A PIER in the harbor of Texas City, Texas, on the 
morning of April 16, 1947; was the burning freighter Grandcamp. 
Hundreds of men were alongside when the cargo of ammonium 
nitrate exploded. In a matter of hours 852 injured people were 
rushed into 21 hospitals within a radius of 60 miles. Scores of doc- 
tors and hundreds of nurses had to be recruited immediately. Great 
quantities of plasma and urgently needed drugs, not available lo- 
cally, had to be assembled. 

How would any other hospital have functioned in such a crisis? 
Perhaps the answer is, “It couldn’t happen here. We have no shipping 
and no explosives.” 

But it could happen in any community. At Hartford, Conn., on 
July 6, 1944, 6,000 people, many of them women and children, 
began an orderly exodus when the canvas of the big top broke into 
flames. Soon there was a panic in which people were trampled, 
crushed and burned. Within two hours 183 patients were received 
at three hospitals. Within two weeks 43 of these patients had died. 
Final statistics showed 168 killed and 654 injured. 

In both catastrophe cities the hospitals and local chapters of the 
American Red Cross had predisaster understandings in which the 
facilities and also the limitations of each were known by the other. 


mA. 


In the Texas City disaster, drugs costing thousands of dollars 
were flown in and paid for by the Red Cross. A total of $361,347 was 
spent by the Red Cross on medical care. About one-half of-this was 
for the longer-time care of the most seriously injured. In addi- 
tion to the extra nurses recruited by the hospitals, the Red Cross 
placed on its payroll 248 nurses who gave 4,452 days of service. 
It also recruited 224 volunteer nurses, who gave 510 days of service. 
Most of these Red Cross nurses served in the hospitals, but others 
were stationed at the shelters and emergency medical stations. The 
Red Cross provided the services of volunteer nurse aides, Gray 
Ladies and other volunteers. An average of 100 nurse aides were 
on duty each day during the first week, and 30 served each day for 
the next three weeks. 

At no time was there any question in the minds of hospital 
authorities or Red Cross officials as to their respective functions. 
These questions already had been answered in the predisaster joint 
planning. 
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In the circus fire, many persons suffered from severe burns. The 
prompt furnishing of both plasma and whole blood undoubtedly 
saved many lives. A total of 597 nurses, 24 of them volunteers and 
20 loaned by other agencies, were recruited by the Red Cross and 
contributed 8,817 days of nursing care. Hundreds of nurse aides and 
other trained volunteers .also served. Again there was no question 
about the cooperation of the Red Cross and the hospitals for this 
had been taken care of in predisaster planning. In this case, the 
planning had been done in conjunction with the wartime civilian 
defense organization and still forms the basis for disaster prepared- 
ness in Hartford. 

A cooperative understanding between any hospital and the Red 
Cross chapter should be reached before disaster strikes! 








shelter, and the rehabilitation of 
families through the repair and re- 
building of homes, and provision 
of household furnishings, farin 
supplies, livestock and equipment, 
and occupational training and sup- 
plies. For practical purposes disas- 
ter relief work is generally divid- 
ed into an emergency and a re- 
habilitation period.” 

The understandings further de- 
fine the basic policies of the Red 
Cross disaster relief program: 

“Relief is given to disaster suf- 
ferers only and deals only with 
problems created or aggravated by 
the disaster. 

“Assistance is extended without 
political, religious or racial dis- 
criminations. Delinquency, im- 
morality and other deviations from 
accepted standards of living are not 
grounds for withholding relief. 

“Relief is given on an individual 
or family basis. Mass relief is ex- 
tended during the emergency but 
is terminated at the earliest pos- 
sible moment. Rehabilitation aid is 
determined through case work 
processes and given upon the basis 
of need of each individual family. 

“Relief is based upon need and 
not loss. Families are expected to 
use their actual and potential re- 
sources in meeting their needs. 

“The Red Cross does not. make 
loans to disaster sufferers; its re- 
lief is given without obligation of 
repayment. 

“The Red Cross does not direct- 
ly assist commercial or individual 
concerns. It does not directly aid 
educational, charitable or _ reli- 
gious’ organizations as these are 
supported from public funds or 
they themselves seek contributions 
for their work. 

“Medical relief supplements the 
work of governmental and volun- 
tary health agencies and of the 
medical and dental, hospital and 
nursing professions’’. 

Procedures envisioned by this 
understanding should cushion the 
blow of disasters, especially for 
those who suffer physical injury. 
It should bring into effect good 
predisaster planning, including a 
complete study of community re- 
sources in personnel and material. 
It should expedite the application 
of these in the services rendered 
by hospitals. 

The document points out that: 
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Hospitals frequently are over- 
taxed when explosions, fires, 
storms, or epidemics strike, and 
that supplemental assistance can 
be given to them by Red Cross 
chapters. This may be in the form 
of supplies, personnel, equipment 
or other service. Conversely, Red 
Cross chapters are often without 
knowledge of hospital facilities 
and resources for expansion. Hos- 
pitals can render a great service 
in the community preparations for 
disaster by working in coopera- 
tion with the local chapter. 

The document further shows 
that with the expansion of hospi- 
tal facilities and the construction 
of new hospitals throughout the 
country, there seldom is a need 
for establishing Red Cross emer- 
gency hospitals in disaster areas. 
Good highways, effective com- 
munication and rapid transporta- 
tion systems have made existing 
hospitals immediately available. 

All disaster plans include hospi- 
tal service, and they likewise in- 
clude the multiple services so ef- 
fectively rendered by the Red 
Cross. Most communities already 
have developed cooperative disas- 
ter preparedness plans and these 
should be kept alive. 

The Red Cross is a quasi-govern- 
mental organization supported en- 
tirely by voluntary contributions 
from the people. Its funds are the 
outpouring of generosity, prompted 
by humanitarian impulses to pre- 
vent and alleviate suffering. The 
3,739 Red Cross chapters cover 
every county in the United States 
and are coordinated by area of- 
fices and a national headquarters. 
Support of the entire Red Cross 
organization is available to any 
community crippled by disaster. 

Hospitals also are in every part 
of the nation and in time of great 
emergency render assistance far 
beyond their actual operational 
jurisdictions. The further strength- 
ening of the ties between hospi- 
tal organizations and Red Cross 
chapters marks another step for- 
ward in implementing mercy for 
the benefit of suffering humanity. 
Always there has been a splendid 
spirit of cooperation among the 
Red Cross disaster units, hospitals 
and the medical and nursing pro- 
fessions. Now these ties are being 
made stronger. 
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THE RED Cross func- 
tions in every emer- - 
gency. A staff nurse 
(above) gives bed- 
side care to Texas 
City explosion vic- 
tim. Ambulance serv- 
ice is another Red 
Cross service in time 
of disaster. At right 
volunteers help to 
transport the injured 
to hospitals. Two 
Red Cross volunteer 
nurse aides (below) 
give valuable help 
to a hospital during 
a polio epidemic. 





Roll Call on Recruitment Ideas 


These were some successful projects that stimulated 
school of nursing enrollment during the past year 


now is considered a year- 
around job, this is the time when 
intensive campaigns get underway. 
They will be sponsored by both 
hospitals and schools of nursing. It 
is the time, also, that these groups 
will measure the effectiveness of 
their public relations programs. As 
in the past, the sponsors will look 
to outside groups for recruitment 
assistance and their success often 
will be in proportion to the help 
given. 

The preparation of lantern slides, 
the use of telephone time service, 
the organization of a recruitment 
foundation and the publication of 
special nursing literature were 
among the diversified promotional 
projects used effectively by enter- 
prising hospitals and schools of 
nursing to bolster enrollment last 
year. Aggressive promotional de- 
vices like these, carried on with 
the help of community groups, 
were responsible for the impres- 
sive increase in enrollment during 
the past two years. 

The use of lantern slides was re- 
ported by Mrs. Wilma R. Crowell, 
director of nurse recruitment, 
Aultman Hospital, Canton, Ohio. 
Pictures for the slides were select- 
ed from a group of 30 that had been 
taken expressly for use in prepar- 
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ing a brochure for distribution to 
prospective students. One photo- 
genic nurse was chosen to pose for 
the picture series. It followed her 
pictorially through the school of 
nursing, hospital and dormitories. 

In presentation, the photographs 
illustrated a personal letter from 
the student to a friend who was in- 
terested in a career in nursing. The 
best of these pictures then were 
prepared into lantern slides. The 
slides and an explanatory talk con- 
stituted an effective 20-minute 
program that revealed to an audi- 
ence the highlights of the life of a 
student nurse at Aultman. 

Equally satisfactory as a recruit- 
ment medium at Aultman, accord- 
ing to Mrs. Crowell, was the use of 
picture postcards. “We used one 
exceptionally fine photograph of 
34 students in a class and printed 
several hundred picture _post- 
cards,’’ she explained. “‘These were 
sent to prospective students as in- 
vitations to receptions and also as 
tray cards within the hospital.” 
Mrs. Crowell said that the cards 
explained the recruitment program 
to the patients in the hospital and 
invited their cooperation. ‘The 


cards were distributed on meal 
trays twice during the week,” she 
said. 

The use of telephone time serv- 
ice was a project carried out in 
Cincinnati, Ohio, by the Hospital 
Care Corporation in cooperation 
with the Southwestern District 
Council of the Ohio Hospital Asso- 
ciation. Marvin E. Walker, public 
relations supervisor for the plan 
and director’ of a good portion of 
the comprehensive promotional ac- 
tivity, reported that student nurse 
recruitment was featured over the 
time service for an entire week, 
through the courtesy of a commer- 
cial concern of Cincinnati. 

“An average of 30,000 persons 
called for the correct time each 
day,’ Mr. Walker’ explained, 
“which means that approximately 
210,000 individual messages on re- 
cruitment were given by telephone 
during the week.” 

This same group in Ohio also 
sponsored a $1,000 cash prize con- 
test to stimulate interest in nursing 
as a career. The prizes were given 
to best answers to the statement: 
“I would like to become a nurse 
because . . .”’ completed in 100 
words or less. Hundreds of entries 
were received and all were ac- 
knowledged with an encouraging 
letter accompanied by a copy of 


SOUTHWESTERN District Council, Ohio Hospital Association, sponsors contests to stimulate interest in recruitment. A. N. McGinnis 
(left) congratulates winners in a recent essay contest. Window displays (right) also have been used effectively in many cittes. 
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the Nursing Information Bureau 
publication, “Nursing Is a Great 
Profession,’ and a postcard re- 
questing personal data. 

A splendid example of the type 
of outside assistance that can be 
obtained by schools of nursing and 
hospitals is typified by the estab- 
lishment of a special foundation in 
Marshfield, Wis., under the impetus 
of conscientious people in the com- 
munity. 

A year ago the citizens of Marsh- 
field became aware of the severe 
local shortage of trained nurses. 
They impressed doctors and civic 
and business leaders of the serious- 
ness of the situation. As a result, 
the group decided to organize a 
nonprofit, charitable corporation to 
be called the St. Joseph’s Nurses 
and Advisory Foundation, Inc. 

According to James J. Burke, 
secretary of the foundation, dues 
were established at $10 each and a 
vigorous membership drive was 
conducted. ‘“‘We were so success- 
ful,’ Mr. Burke reported, “that 
we raised enough funds to supply 
our needs for almost a year and 
one-half.” 

To induce young women of 
Marshfield and neighboring cities 
to enroll in the school of nursing 
and, once there, to remain to finish 
the course, the foundation did sev- 
eral things: (1) It paid one-third 
of the normal fees of students, (2) 
provided full financial assistance to 
qualified girls needing help, (3) 
offered scholarships to high-rank- 
ing students in first, second and 
third-year classes. Furthermore, 
the foundation offered postgradu- 
ate scholarships. 

In addition to these things, the 
foundation ran advertisements in 
community newspapers, employed 
an experienced person to eontact 
and recruit qualified young women, 
and made countless direct gifts to 
the nurses’ home. This aid included 
the purchase of furniture, sub- 
scriptions to magazines, arrange- 
ments for entertainment and other 
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paper, Harriscope, and a reprint of 
a feature article from the Boston 
Globe. A covering letter, bearing 
the signature of Margaret M. Shra- 
der, principal of the school of nurs- 
ing, expressed the belief that more 
girls would enter nursing if the 
changes in the profession during 
the past decade were emphasized. 
The two publications illustrated 
this point of view. 

These, then, are a few of the 
techniques that have been and are 
being employed successfully to 
stimulate enrollment in schools of 
nursing in various sections of the 
country. 

In addition to these exceptional 
illustrations, hospitals and schools 
of nursing throughout the country 
are continuing with many of the 
“tried and true’”’ recruitment tech- 
niques that have proved their value 
in stimulating enrollment. These 
promotional devices consist of such 
activities as: (1) Scheduling of 
“open houses” and teas for pros- 
pective candidates to the school, 
(2) enlisting the assistance of the 
local clergy, (3) participation and 
sponsorship of “Career Days’’ at 
the local schools, (4) publication 
of brochures, pamphlets and flyers 
on the opportunities both in the 
field of nursing and at the particu- 
lar school preparing the material, 
and (5) use of community news- 
papers to publicize hospital and 
school of nursing activities. 

This year, recruitment national- 
ly is being conducted by the Com- 
mittee on Careers in Nursing, 1790 
Broadway, New York: City, as a 
fulltime. project. 

Promotional aids such as the 
attractive full-color poster and the 
mailing piece, both prepared by the 
J. Walter Thompson Company 
through the Advertising Council 
for use in the 1948 Hospital Career 
Campaign, are again available 
through the American Hospital As- 
sociation. The “Public Relations 
Guide” and the eight supplemen- 
tary recruitment kits also may be 
purchased. For prices of this re- 


things to make their dormitory life ne ; ; 
more pleasant. ere is a chance > 4, cruitment material, write the Pub- 


The importance of the high to serve with ae ie lic Relations Department, Ameri- 
School as a potential source of stu- the people 4) + , can Hospital Association, 18 E. 
dent nurses was recognized by the who are doing = Division Street, Chicago 10. 

New England Deaconess Hospital great things -iF you can quauiry 


of Boston, Mass., which sent each 
vocational guidance director a copy 
of a special student nurse news- 
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SHOWN AT the left are some of the nurse 
recruitment promotional aids that may be 
ordered from American Hospital Association. 
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HE NEW YorK City Depart- 

ment of Hospitals now uses an 
established formula for determin- 
ing how many employees are need- 
ed for each of its hospitals’ social 
service units. It has been set up to 
serve as a guide for the proper 
allotment of social service person- 
nel in all categories. It shows accu- 
rately the extent to which these 
departments are now understaffed 
and what adjustments need to be 
made. 

We found that our general hos- 
pitals require one social service 
worker for approximately 1,500 
hospital admissions and one for 
each 4,500 outpatients treated. 
While the number of workers is 
different for other types of hospi- 
tals, the formula that we have de- 
veloped for determining the proper 
ratios may be applied. 

This formula—almost a year in 
development—grew out of a direc- 
tive from Dr. Edward M. Berneck- 
er, then commissioner of hospitals 
for the City of New York, to im- 
prove wherever possible the care 
of the sick poor of this municipal- 
ity. Dr. Bernecker appointed a 
job-analysis committee to make a 
survey of existing personnel in 
every division under his jurisdic- 
tion. 


How Many Social Service Workers? 


A Simple Formula Gives the Answer 


Il. MAGELANER, M.D. 


MEDICAL SUPERINTENDENT 
KINGS COUNTY HOSPITAL, BROOKLYN 


This committee was charged 
with the three following responsi- 
bilities: 

1. To study existing facilities. 

2. To establish a formula to de- 
termine the needs of any unit. 

3. To recommend, where neces- 
sary, such changes as are required, 
based on the results of this study. 


Research 


The social service division, with 
one or more units in each hospital, 
was selected for the initial survey. 
The committee first studied the 
available literature. Extensive re- 
search failed to disclose any study 
which actually furnished a work- 
able method. We therefore set 
about the business of working out 
a method ourselves. While we do 
not say that it is the only method 
by which the requirements of a 
social service division may be de- 
termined, we do say that we found 
it practical for our purposes. 

We started by obtaining a job 
description of each position in the 
department, separating them ac- 
cording to service or function. 
Next we undertook the enormous 


task of establishing a yardstick to 
determine how many employees 
of each category would be required 


for efficient service. 


We found that the social service 
departments usually were under- 
staffed. By studying the history 
of these departments, we learned 
that most of the units started with 
one or two workers and the staff 
was gradually increased whenever 
the budget permitted. There was 
no definite plan for expansion as 
in the 


there was, for example, 
nursing service. The lack of a 
planned expansion program is un- 
doubtedly the cause for personnel 
shortages. 

In our search of the literature, 
we did find two helpful articles: 
“A Method of Determining the 
Number of Medical Social Workers 
Needed for Case Work in a Gen- 
eral Hospital” by Mary C. Jarrett, 
and “Statistics of Medical Social 
Casework in New York City” by 
Ralph G. Hurlin of the Russell 
Sage Foundation. 

In our study, we found three 
types of employees in our social 
service divisions. 

1. Directors and assistant super- 
visors who are in charge of the 
department or a division of the 
department. 





@ A case is an instance or se- 
quence of service provided by 
a medical social worker in the 
interest of a particular person. 
The service may be limited to 
a single interview. 

@ An open case is one in which 
the department is currently re- 
sponsible for providing service. 
A problem exists and the social 
worker provides needed service. 
It remains open until it is closed 
by a decision to end the re- 
sponsibility for service. 

@ An active case is an open 





Social Service Terminology Defined 


case in which service was pro- 
vided during the month of the 
report through one or more in- 
terviews or through correspond- 
ence involving discussion of the 
problem. 

@ An inactive case is an open 
case in which no service was 
provided during the month of 
the report. 

@ Intake is the group of cases 
opened within a specified period. 
Cases included in the intake are 
new if they have not been re- 
ported previously. They are re- 


-worker for continuing the serv- 


opened ‘if they have been re- 
ported previously. 

@ A closed case is one in which 
the responsibility for current 
service is ended. 

@ An intermediate-service-only 
case is one where an initial in- 
terview is given but where there 
is no plan or expectation by the 


ice. 

@ A continued-responsibility 
case is one where the worker 
plans to give further service 
after the initial interview. 





ed 








HOSPITALS 
















Hav 
hos: 
er 
clin 
othe 
volt 
lin 
was 
cial 
this 
cati 
app! 
the 
rath 
tion: 
com, 
man 
were 
staff 
St 
perc 
socia 
that 
tient: 
show 
requi 
Ne 
a fai 
work 
in n 
avera 
per v 
hospi 
Miss 
formu 
bd 
humb 
social 
mont 
2. L 
of pat 
that w 
servic 
3. 
estima 
worke 
and in 
Usir 
we ch 
Matior 


MARCH 








*k to 
yyees 
lired 


rvice 
der- 
story 
rned 
with 
staff 
ever 
was 
nN as 

the 
fia 


nnel 


ure, 
‘les: 

the 
cers 
en- 
ett, 
cial 

by 
sell 


ree 
cial 


er- 
the 
the 








2. Social workers who provide 
the case-work service. 


3. Clerical workers who are 
assigned to clerical duties of the 
department. 


We also learned that the need 
for social service on the medical 
and surgical wards varied with the 
service and that the ratio of em- 
ployees to patients is greater on 
some services than on others. 


Ratios 


In his 1929 hospital survey, Dr. 
Haven Emerson estimated that a 
hospital requires one social work- 
er for every 2,000 hospital and 
clinic admissions per year. In an- 
other survey of 53 municipal and 
voluntary hospitals, Ralph G. Hur- 
lin found that the median ratio 
was 2,373 admissions for each so- 
cial worker. He said, however, that 
this figure should carry no impli- 
cation concerning the desirable or 
appropriate ratio, partly because 
the number of workers employed 
rather than the number of posi- 
tions available was used in the 
computations and partly because 
many of the departments surveyed 
were recognized as being under- 
staffed. 

Studies were then made of the 
percentage of patients that require 
social service. One study showed 
that two-thirds of the hospital pa- 
tients need social service; another 
showed that one-half to two-thirds 
require social service. 

Next we attempted to establish 
a fair case load for medical social 
workers. Mr. Hurlin reported that 
in nine municipal hospitals the 
average monthly case load was 65 
per worker and 48 in 43 voluntary 
hospitals. In her study at Bellevue, 
Miss Jarrett used the following 
formula: 

1. An estimate of the average 
number of cases that a medical 
social worker can carry each 
month. 

2. An estimate of the proportion 
of patients requiring social service 
that were admitted to each medical 
service, 

3. Determination from the above 
estimates of the number of social 
workers needed on each service 
and in the hospital as a whole. 

Using this formula as a guide, 
we cbtained the following infor- 
mation: 
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1. An estimate of the average 
number of hours each month that 
a medical social worker can devote 
directly to social case work. 

2. An estimate of the average 
time required for the different 
operations of social case work. 

3. The average amount of time 
required for each patient. 

4. The average duration of serv- 
ice for each patient. 

5. The proportions of patients 
needing “immediate service only” 
and those requiring “continued 
responsibility.” 

6. The proportion of the aver- 
age monthly case load of active 
cases, inactive cases, new cases—or 
intake and cases closed during the 
month. 

7. The number of ward and clin- 
ic patients admitted on each serv- 
ice during any one year. 

8. An estimate of the number of 
patients requiring social service 
admitted on each service during 
a year. 

Sample time studies showed the 
following percentage distribution 


of the employed time of medical 
social workers: 


Interviewing 49.4 | 

Correspondence and 63.1% 
telephoning 13.7) 

Planning work 6.8 

Case recording 160} 22.8% 

Staff conferences 4.6 | 

Miscellaneous including r 14.1% 


travel in hospital 9.5) 


Caseloads 


Mr. Hurlin showed that nine 
municipal hospitals had an average 
of 64 active cases in May for each 
social worker, 64 in June and 59 
in July. In the voluntary hospitals 
the caseloads for these months 
were 53, 46 and 43 respectively. 
On this basis, a monthly case load 
of 55 is used in this study. This 
allows for 47 active cases each 
month, which is close to the medi- 
an figure in voluntary hospitals 
and considerably below the median 
figure in municipal hospitals. 

Miss Jarrett’s study showed the 
following approximate percentages 
of active, new and closed cases in 








The Formula at Work 


HOSPITALS 
A B Cc D E 
Inpatients Treated 10,858 5,92 | 7,542 12,697 6,935 
Outpatients Treated 12,334 9,142 9,633 9,280 11,330 
Present personnel 
Supervisors | | | | 
Social workers 7 r 6 6 4 
Clerks 3 2 2 | | 
Personnel required in hospital according to formula 
Assistant supervisors 2 | | 2 | 
Social workers 8 4 6 9 5 
Stenographers 2 | 2 2 | 
Clerks | | | | ] 
Personnel required in outpatient department according to formula 
Assistant supervisor 0 0 0 0 0 
Social worker 3 2 2 2 3 
Stenographer 0 0 0 0 0 
Clerks | 0 | | | 
Additional personnel required according to formula 
Assistant supervisor | 0 0 0 
Social worker 4 3 2 5 4 
Stenographer 0 0 2 2 | 
Clerks | 0 0 | | 








USING THE FORMULA outlined, the Department of Hospitals was able to determine how 
many employees of each category would be needed for each hospital's social service unit. 
This tells the administration how many employees are needed for proper staffing of the units. 
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the four-month period covered by 
her survey. 


Per cent of 
total monthly 
Classification case load 
Active cases 85 
Inactive cases 15 
Cases closed during month 50 


Cases opened during the month 50 


The proportions of cases for im- 
mediate service only and contin- 
ued responsibility are estimated: 


Case 
classifi- Percent Percent of 
cation of intake active cases 
Immediate Service 40 20 
Continued 
Responsibility 60 80 


With few exceptions, cases for 
immediate service only are not 
carried over from the previous 
month. It was assumed, therefore, 
that the remainder of the active 
cases represents the number of 
cases for continued responsibility 
receiving service during the month. 
From the above calculations, an 
estimated average monthly case 
load of 55 would be divided as 
follows: 


Carried over 30 cases 
New cases opened 25 cases 
Cases open in the month 55 cases 
Active cases 47 cases 


Immediate Service Only 10 cases 
Continued 


Responsibility 37 cases 
Total 47 cases 
Inactive cases 8 cases 


The estimated average yearly 
case load, based on the above esti- 
mate of 25 new cases opened each 
month and 30 cases carried over 
from the previous month, would 
be 330 cases; that is, 300 new cases 
and 30 cases carried over from the 
previous year. 

After her study at Bellevue, 
Miss Jarrett reported the following 
percentage of patients needing so- 
cial service on the various services. 


Service Per cent 
Medical 21 
Pediatric 36 
Obstetrical 20 
Gynecological 48 
Tuberculosis 48 
Dermatological 24 
Surgical be 
Genito-urinary 25 
Orthopedic 80 
Neurological 45 
Ophthalmological 20 
Ear, nose and throat 2 
Syphilis 35 
Dental 2 
Average for entire hospital 22 
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The Calculations 


THE FACTS: During one year, 
“XX Municipal General Hos- 
pital’? had 5,455 admissions 
and treated 8,182 outpa- 
tients. Records showed that 
22 per cent needed the help 
of the social service de- 
partment. Each social work- 
er can handle effectively 
‘300 new admissions each 
year or 900 outpatients. 

How many inpatients need 
help? 


22°, of 5,455 = 1,200 


How many social workers 
does this require? (Each 
social worker can care for 
300 new admissions each 


year.) 
1,200 — 300 — 4 
How many outpatients need 
help? 
22% of 8,182 — 1,800 


How many social workers 
does this require? (Each 
social worker can care for 
900 outpatients each year.) 


1,800 — 900 — 2 
How many social workers 
will be needed by the hos- 
pital? 
4 (for inpatients) + 2 
(for outpatients) — 6 











This percentage of need for so- 
cial service should apply also to 
clinic patients as their social prob- 
lems are similar to those of ward 
patients. 

We concluded that the reason- 
able annual case load for each 
worker is 330 patients (300 new 
plus 30 carried over). We also 
know the estimated percentage of 
all patients who need social serv- 
ice. From this we can easily find 
the number of social workers 
needed for the hospital and for 
each service. 

The only additional information 
required are the number of hos- 
pital and clinic admissions and the 
services on which the patients 
were treated. For our city hospi- 
tals, we decided to use the ratio 





of one worker for each three ad- 
missions to the outpatient depari- 
ment. In other words, we consic- 
ered three outpatients as the 
equivalent of one hospital admis- 
sion in computing the number of 
social workers needed. 

Our formula can be illustrated 
by one of the smaller hospitals of 
the Department of Hospitals. Dur- 
ing 1946 this hospital had 5,921 
admissions and 9,142 individuals 
were treated in the clinic. It has 
three medical social workers for 
both the hospital and clinic. To 
determine the ‘number of social 
workers needed, we multiply the 
number of admissions to the hos- 
pital by the percentage of patients 
requiring social service: 22 per 
cent of 5,921 patients equals 1,202 
patients in need of social service 
assistance. 

This is then divided by 300 
(which is the number of new ad- 
missions that a social worker can 
handle annually) to obtain the 
number of workers needed for the 
inpatients: 1,202 divided by 300 
equals four. 

In this way we find that four 
medical social workers are needed 
for the proper care of the inpa- 
tients of that particular general 
hospital. 

We follow the same procedure 
for the outpatient department ex- 
cept that we use the ratio of one 
to three. We know that there were 
9,142 individuals treated. We take 
a third of that figure, which is 
3,047, and continue as_ before. 
Twenty-two per cent of 3,047 
equals 670, and this divided by 300 
gives us an answer of two, the 
number of workers needed for the 
clinic service. 

This shows that four social work- 
ers are needed for the inpatients 
and two for the outpatients, or a 
total of six, for the entire hospital. 
They now have three workers and 
require three additional workers 
for adequate coverage. 

Although the figures would dif- 
fer, the same formula can be used 
for most hospitals. For example, 
in a tuberculosis hospital, instead 
of using 22 per cent (average of 
patients requiring social service) 
we refer to our chart and find that 
48 .per cent of the tuberculous pa- 
tients need social service assist- 
ance. We therefore use the figure 
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48 per cent instead of 22 per cent 
in our calculations. 

Nowhere in the available liter- 
ature could we find any accepted 
standard ratio of assistant super- 
visors to social workers. The gen- 
eral opinion seemed to be one as- 
sistant supervisor to every five or 
six workers. According to ‘“Statis- 
tics of Medical Social Casework 
in New York City—1945” by Mr. 
Hurlin, the ratio was one to 7.5 in 
the larger municipal hospitals and 
one to 3.4 in the smaller municipal 
hospitals. The average for the de- 
partment as a whole was one to 
5.6. In the voluntary hospitals, he 
reported that the average ratio was 
one to 3.9. 

The committee recommended a 
ratio of one supervisor or assistant 
supervisor to every six social 
workers, the director being count- 
ed as a supervisor. 

We wanted to know how to 
maintain social case histories in an 
orderly, readily accessible and up- 
to-date manner. We studied cer- 
tain record forms and filing meth- 
ods. Each social service depart- 
ment has an official approved set 
of 18 forms, each one serving a 
different purpose. In addition, this 
department uses about 36 types of 
application forms to secure serv- 
ices for patients from such de- 
partments as the Department of 
Welfare, Department of Health 
(Bureau of Physically MHandi- 
capped Children) and Convales- 
cent Homes. They also report cer- 
tain medical conditions to the 
Department of Health, the New 
York Heart Association and other 
interested agencies. 

Social workers prepare a case 
history form on every case serv- 
iced. It is then cleared through a 
master file to avoid duplication. At 
the same time, if a card for a 
particular case does not exist, a 
master file card is completed and 
placed in the master file. This is 
used to show the status of the case, 
whether it is old, new, closed, ac- 
tive or inactive. It is also frequent- 
ly necessary to clear cases through 
the Social Service Exchange. Cer- 
tain identifying data must be given 
on a special form provided by the 
exchange. 

Clerical workers in this depart- 
ment keep attendance records on 
cardiac, social hygiene, prenatal, 
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chest and other clinics for medical 
follow-up. Other special files .are 
maintained for staff research pro- 
ject. The. clerks also prepare sta- 
tistical and financial reports, per- 
sonnel time, sick leave, vacation 
and office records. They answer 
telephones, take messages, call the 
proper worker to the telephone. In 
some hospitals the clerical staff 
members act as receptionists and 
assist the intake worker. They 
have many other duties, but the 
foregoing will give some idea of 
the amount of clerical work per- 
formed by this department. 

We could not find accepted 
standards for clerical workers. 
Again we referred to Mr. Hurlin’s 
report, which showed that in nine 
New York city hospitals, the ratio 
at the present time is one clerical 
worker to every three social work- 
ers. In the voluntary hospitals, this 
ratio is one to 2.4. 

The committee members felt 
that the ratio of one to three 
should be kept and that the great- 
est need is for stenographers. In 


institutions with three or more 
clerical workers we suggest that 
two-thirds of the staff be stenogra- 
phers and the other third clerks. 

In the beginning we felt that 
the psychiatric, service would pre- 
sent a special problem. As our 
study progressed, however, it be- 
came apparent that we could use 
the same formula for a psychiatric 
hospital. All we needed to know 
was: (1) The percentage of psy- 
chiatric patients that need social 
service, and (2) the reasonable 
case load each worker can handle 
annually. 

A special study made at Belle- 
vue Hospital showed us that one 
half of the psychiatric inpatients 
and outpatients require some social 
service assistance. It was also 
found that a reasonable annual 
case load per worker is 300 new 
cases. So we can use the same 
formula. We multiply the number 
of patients admitted to the hospital 
and clinic by 50 per cent and di- 
vide by 300. This gives the number 
of case workers needed. 





GRANTS IN AID 


Health Center No. 1 


THE FIRST PUBLIC HEALTH center 
in the United States to be built 
with federal aid under the Hospi- 
tal Survey and Construction Act 
was dedicated and opened at Bir- 
mingham, Ala., late in January. 
About $300,000 in federal funds 
were added to the combined state, 
county and city funds of $600,000 
to complete the center. It is the 
first and largest of 63 health cen- 





ters approved to date for federal 
aid under the Hill-Burton Act. 

Senator Lister Hill of Alabama, 
co-sponsor of the Act, introduced 
Deputy Surgeon General W. Palm- 
er Dearing of the Public Health 
Service who made the dedicatory 
address. Dr. Dearing announced 
that the million-dollar health cen- 
ter will house the offices of the 
Jefferson County Board of Health, 
Alabama State Laboratories and 
the Birmingham City Health De- 
partment. Voluntary agencies such 
as the local branches of the Tuber- 
culosis Association, American Can- 
cer Society and the Visiting Nurses’ 
Association also will have office 
space. 

Federal funds allocated to hos- 
pital construction projects under 
the Hill-Burton program totaled 
more than 107 million dollars in 
January (see news section). Those 
funds now are being used to aid 
in the construction of more than 
645 hospitals and health facilities 
in the United States and territories. 





— 
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To Rescue the Innocent 


THE HOSPITAL ADMINISTRATORS AND TRUSTEES in 
several communities across the country have an 
unusual chance to do an unusual type of good deed 
for their present and future patients, especially 
those who are war veterans. 

Several weeks ago word went out from Wash- 
ington that President Truman had decided to trim 
16,000 beds out of the veterans’ hospital construc- 
tion program. Instead of drawing the praise that 
it deserved, this move produced a flourish of the 
same civic zeal for monuments that helped to make 
a crazy-quilt network of prewar veterans’ hospi- 
tals. Local groups, frequently veterans’ organiza- 
tions, promptly organized an outcry of protest. In 
at least one case a “March on Washington” was 
planned to insist that the building of an unneces- 
sary hospital proceed. 

Innocently, but nonetheless certainly, these citi- 
zens are asking their government to pour hundreds 
of millions of dollars into such unnecessary hospi- 
tal beds, to make anything resembling a coordi- 
nated hospital system impossible, and to assure all 
veterans of something less than the best available 
hospital care. 

In every community there are people who can 
understand this if it is explained to them. Admin- 
istrators and their board chairmen can perform a 
real public service by seeing that these people do 
understand. 





* 
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Funds and Public Relations 


THERE IS A WIDESPREAD CONVICTION today that the 
wells of charity are drying up, even though evi- 
dence to the contrary is not hard to find. An exam- 
ple of such evidence is a recent report by the Com- 
munity Chests and Councils of America. 

This is a report on the results of 1948 communi- 
ty fund campaigns for the year 1949. Among 285 
community chests reporting, 207 collected more 
for 1949 than for 1948, and in 74 communities the 
increase amounted to 10 per cent or more. 

Most groups made an effort to meet rising costs 
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by setting higher goals, these averaged 13 per cent 
above collections for the previous year, and the 
higher goals were achieved in about half the cases. 

Campaign pledges for 1949 totaled approximate- 
ly 185 million dollars, and a significant number of 
communities raised more than ever before, even 
more than during the National War Fund days. 

It is hard to read these statistics and still believe 
that the bottom has dropped out of charitable giv- 
ing. There is no doubt that income and inheritance 
tax laws make a great difference. There is no doubt 
that the total of dollars contributed will rise and 
fall as the level of prosperity rises and falls. At the 
same time, it probably is true that the agencies 
which do the best job in their communities will 
continue to be supported. 

If hospitals generally are having more trouble 
than other charitable agencies, this may reflect a 
long-standing deficiency in public relations. Any 
hospital whose recent fund-raising experience has 
been bad certainly would be wise to find out 
whether its work in the community is appreciated. 
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An Alternative for Congress 


THIS IS AN ESPECIALLY STRATEGIC MOMENT for the 
medical profession to come forward with a na- 
tional health program of its own. 

There are no signs so far that the compulsory 
health insurance plan in President Truman’s cam- 
paign platform has aroused any new enthusiasm 
for the scheme. On the contrary, spokesmen for 
some large organizations that had been counted 
on for all-out support now appear to be ready to 
reconsider. 

Members of Congress, by and large, are opposed 
to anything that smacks of socialism, and equally 
opposed to new forms of compulsion and regimen- 
tation. It may be taken for granted that a large 
majority of congressmen are anxious to get behind 
some plan for extending health services other than 
the proposal for compulsory health insurance. 

But to be acceptable in Congress a plan must be 
positive rather than negative, and it must be de- 
signed to solve specific problems. The day is past 
when blanket denunciation and a parcel of general- 
ities will win the attention of congressmen. They 
need not be reminded that the quality of medical 
care in America is superior, for they already know 
it. They need not be assailed with arguments that 
this may be largely credited to freedom from gov- 
ernment meddling, for they are already convinced 
of that. 

What members of Congress are looking for is a 
salable alternative to compulsory health insurance. 
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They are elected by popular vote, and they have 
encountered a popular demand for more medical 
care at less cost. They are expected to have a 
solution to this problem, and when constituents 
ask, they cannot appear to be very intelligent if 
all they are able to say is: “Compulsory health 
insurance is bad.” Nor can they get by with telling 
the voters that what was good enough for their 
fathers is good enough for them. 

A salable alternative to compulsory health in- 
surance must be a positive program that is specific 
on one point above all others. It must specify the 
machinery whereby millions of citizens, who are 
unable to pay their own medical bills, can be 
served promptly by private-practice doctors with 
fees paid by the government. 

Until very recently congressmen have had no 
real offer of help from the medical profession. A 
few weeks ago, however, a 10-point program was 
advocated by Dr. Gilson Colby Engel of Philadel- 
phia, president of the Medical Society of the State 
of Pennsylvania. On February 14 the American 
Medical Association announced a 12-point pro- 
gram. Both are reported in the news section of 
this journal. 

Of special interest is Dr. Engel’s point No. 8, in 
which he covers government responsibility for 
care of the medically indigent. He recommends 
simply that government reimburse Blue Cross and 
Blue Shield plans for the hospital and medical 
care required by these citizens. The general ap- 
proach is not new, of course, for it has long been a 
part of the American Hospital Association’s own 
alternative to compulsory health insurance. It is 
none the less notable in these surroundings. 

The American Medical Association in its point 
No. 3 advocates “Aid through the states to the in- 
digent and medically indigent by the utilization 
of voluntary hospital and medical care plans with 
local administration and local determination of 
needs.” 

This proposal is somewhat less specific in that 
it looks very broadly at the necessary machinery, 
referring only to “voluntary” plans. No mention 
is made of Blue Shield plans, quite naturally, since 
the medical association stands officially opposed 
to a joint Blue Cross-Blue Shield undertaking that 
might be the nucleus of a voluntary national 
health program. ' 

Anyone who reads through the American Medi- 
cal Association’s full program, and compares it 
with earlier pronouncements, will find a good deal 
of evidence that the profession is moving forward 
and recognizing some social responsibilities that 
once were ignored. Perhaps no more can be ex- 
pected at this point, but the friendly majority of 
Convress will’ need still more concrete sugges- 
tions 

So netime fairly soon there will be a showdown 
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on compulsory health insurance legislation and an 
alternative program. When that day comes it will 
be well if the medical profession is solidly behind 
a measure which members of Congress can accept, 
support in debate, and offer to the constituents 
back. home as their own solution. 
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Are Industrialists So Blind? 


SPEAKING OF ALTERNATIVES to federal compulsory 
health insurance, it is a piece of luck that our 
legislative machinery moves slowly. This gives our 
slower thinkers a chance to discover on which side 
their bread is buttered. 

As nearly everyone knows by now, labor unions 
are prepared to switch the emphasis in their ne- 
gotiations with industry. They usually drive hard 
for higher wages, including a couple of fringe bene- 
fits for good measure. This year they are to go 
light on wages and concentrate on security. 

Supplementary pensions are reported to be first 
on the list, and insurance against the financial 
shock of medical and hospital care is second. Of 
course the unions will argue that employers should 
carry the whole cost of such insurance. 

Facing this development, a few large scale em- 
ployers are said to be giving the problem what 
probably is considered realistic consideration, 
about as follows: “We have three choices. Com- 
mercial sickness insurance would be very expen- 
sive. Blue Cross and Blue Shield premiums would 
be somewhat smaller, but still substantial in view 
of the great number of people we are expected to 
protect. Federal compulsory health insurance 
would be financed through taxation, and we would 
have to pay only half the bill. Think of the sav- 
ings! Maybe the government’s program is what 
we really want.” 

This report is hard to believe, but it persists. It 
is credible only because earlier generations of 
industry in other countries have been trapped in 
the same way. 

For those who attended the Association’s Mid- 
year Conference last month, Dr. Melchior Palyi 
recited the history and consequences of socialized 
health service in Europe. He recalled (a) that it 
originated in Bismark’s Germany of 65 years ago, 
(b) that it has now spread over almost every 
square mile of Europe, and (c) that wherever so- 
cialized health service has gone, it has cleared a 
path for the socialization of industry. 

No American industrialist who takes the trouble 
to familiarize himself with this chapter of eco- 
nomic history would ever give second thought 
to the possibility of saving a few dollars through 
federal compulsory health insurance. 
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Cutting Out a Revenue Loss 


One hospital systematized drug and service charges 
according to a point-by-point set of instructions 


. 


OR THE PAST YEAR and a half, 
F: workable and successful sys- 
tem of charging for drugs and 
services to patients has been in 
effect at this 300-bed hospital. The 
system was developed in an effort 
to stop errors in patient charges, a 
problem resulting in revenue loss 
that is faced constantly by most 
administrators. Its main feature is 
a point-by-point set of instruc- 
tions for all persons involved in 
handling the drugs or providing 
the services. 

It is true, of course, that this or 
any other system cannot be picked 
up and bodily installed in every 
hospital. The principles underly- 
ing this system have proved sound, 
however, and may be followed 
safely, with modifications in rou- 
tine, to suit the needs of any 
hospital. 

The first step in developing the 
new system was to study existing 
conditions. ‘These were found to 
be a mixture of good and bad. An 
analysis focused attention on the 
need for clearly written instruc- 
tions, good basic records and the 
establishment of adequate controls. 

After the facts were gathered, 
they were presented to the hospital 
management for endorsement. Fol- 
lowing approval of the plan, the 
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next step was to determine what 
drugs and services should be 
charged to the patients. A com- 
plete list of all drugs was obtained 
from the pharmacist. This was re- 
viewed with the chief of the med- 
ical staff and the superintendent 
of nurses. 

Drugs were classified into the 
following categories: 

1. Routine drugs furnished pa- 
tients without charge. These con- 
sisted principally of laxatives, as- 
pirin, sedatives and other drugs 
used in routine medication. 

2. Drugs chargeable to patients 
that were to be kept in the phar- 
macy subject to issuance only on 
a charge ticket to the patient. 

3. Drugs chargeable to patients 
that were to be stored in small 
quantities in the individual drug 
rooms throughout the hospital so 
that a constant supply might be 
available readily 24 hours a day. 

Alphabetical listings of all drugs 
chargeable to patients then were 
made (see illustration below). 
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‘LIST OF SPECIAL MEDICINES CHARGED 70 PATIENTS 


Effective 1-1-4,9 
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‘ Capsules 16 gr. 
Dilantin Capsules 3/4 gr. 
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Lists of the special services and 
treatments to be charged to pa- 
tients were furnished by the chief 
of the medical staff. One listing 
covered the services performed 
within the section such as intra- 
venous medications, spinal taps 
and transfusions. The other cov- 
ered the special services or treat- 
ments given in the clinics such as 
basal metabolism, physical therapy 
and x-ray. The following captions 
headed both lists: 

Description of special service: 
The exact description is stressed. 

Amount of charge to patient: 
This is shown only on_ business 
office copies as accounting group 
inserts price. 

Separate listings were made for 
room and board, operating room 
and laboratory charges. These par- 
ticular services are covered by in- 
dividual procedures to tie in prop- 
erly with the accounting setup. 

It then was time to determine 
the type of system to be installed. 
Up to this point, only a listing of 
drugs and services had been de- 
veloped. The desirable features to 
be incorporated in such a system, 
together with all the factors in- 
volved, were weighed carefully. 
These consisted of necessary con- 
trols, flow of work, physical ar- 
rangement of the hospital and the 
tie-in with the existing accounts 
receivable, inventory and cost ac- 
counting systems. After careful 
consideration, it was decided that 
a serially numbered unit ticket 
system was the most practical an- 
swer (see illustration right). 

After deciding on the system, 
standard procedure instructions 
were prepared. These included a 
list of special drugs and special 
services, so that uniform terminol- 
ogy and unit prices could be avail- 
able constantly for reference in 
setting up charges. Simplicity in 
style was the goal in writing the 
instructions as they had to be 
understandable to all employees, 
even the most inexperienced ward 
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clerk. For the past several years, 
ward clerks have been used to 
relieve the head nurses of clerical 
details so that nurses might spend 
more time at supervisory and 
nursing duties. Sample _ instruc- 
tions were sent to the head nurses 
and ward clerks as “‘trial balloons,” 
and criticisms of their understand- 
ability were invited. 

Complete instructions on almost 
all phases of paper work in both 
the operating and accounting de- 
partments were written. Repeti- 
tion and minuteness of detail may 
appear superfluous, but these fea- 
tures were found desirable. A typ- 
ical example of the style and a 
number of the principles used in 
preparing the charge tickets are: 


General Instructions 


All orders for treatment and 
medication of patients are written 
in the patient’s history chart on 
the physician’s order sheet and are 
signed by physicians. It is the re- 
sponsibility of the head nurse or 
ward clerk to prepare charge tick- 
ets to cover special medicines and 
special treatments that are charge- 
able to the patient’s account. A 
complete listing of such special 
medicines and services appears in 
the back of this brochure and re- 
visions are furnished as needed. 

Preparing tickets: The head nurse 
or ward clerk prepares charge 
tickets in duplicate. Tickets are 
numbered serially, beginning with 


No. 1 at 12:01 a.M., the first day 
of each month. These serial num- 
bers bear, as a prefix, the letter 
denoting the section of the hospi- 
tal in which they originate; that 
is, F-1, F-2 or F-3. In all cases the 
patient’s name, case number and 
date are shown. When the charge 
tickets are prepared for medicine 
and treatments shown on the phy- 
sician’s order sheet, the serial 
number of the ticket covering such 
service is written opposite, or as 
near as possible, to the written 
instructions to signify that a ticket 
has been prepared. 


Special Medicine Charges 


From pharmacy stores: It is the re- 
sponsibility of the head nurse or 
ward clerk to prepare the charge 
ticket showing the patient’s name, 
case number and the quantity and 
description of the drug wanted. 
The original charge ticket is sent 
to the pharmacy, the medicine is 
obtained and marked with the 
patient’s name, then administered 
only to him. The pharmacist, or 
his designee, is responsible for in- 
serting the cost price of the medi- 
cine on the original charge tickets, 
crediting the inventory and for- 
warding tickets to the accounting 
office daily. 

Section drug room stores: When 
the prescribed special medicine is 
carried in stock in the section drug 
room, it is the responsibility of the 
head nurse or ward clerk to pre- 


pare a charge ticket showing the 
patient’s name, case number and 
the quantity and description of the 
drug to be charged to the patient. 
The patient’s name is marked on 
the container and it is set aside for 
his exclusive use. The head nurse 
or ward clerk then sends the orig- 
inal charge ticket to the pharmacy 
for further handling as follows: 

A. The section must be fur- 
nished with a like quantity of the 
drug for replenishing the drug 
room’s stock and bringing it up to 
the allotted quantity that may be 
carried on the section. 

B. The cost price of the drug 
must be written on the original 
charge ticket, the inventory cred- 
ited and the charge ticket sent to 
the accounting office. 

C. The accounting office inserts 
the sales price, charges the patient, 
credits the pharmacy inventory 
and codes the ticket for cost and 
revenue distribution purposes. 


Responsibilities 

Preparing the ticket: 
nurse or ward clerk. 

Forwarding the original tickets 
to the accounting office daily: 
Pharmacist or his designee. 

Forwarding the duplicate tickets 
to the accounting office daily: 
Head nurse or ward clerk. 

The principles and controls con- 
tained in this example can be 
recognized quickly. These, with 
some results, are summarized: 


Head 
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The minuteness of detail was 
employed for the purpose of clar- 
ity. Instruction books are distrib- 
uted throughout the hospital and 
are kept current through constant 
revisions; thus there are no ac- 
ceptable excuses for omissions. 
Controls obtained through using 
serially numbered unit tickets 
are: (1) Assurance of the receipt 
of all tickets in the accounting 
office by using the duplicate skele- 
ton ticket as a control even though 
the original may flow through 
other departments, accumulating 
charges before reaching the ac- 
counting office; (2) an audit fea- 
ture is provided by having the 
serial number of the applicable 
ticket posted beside the doctor’s 
order on the physician’s order 
sheet, and (3) an additional audit 
feature is provided because the 
accounting office lists the number 
of tickets originating in each sec- 
tion of the hospital in a ticket 
number control book. The volume 
of tickets, based on the patient 
census in the individual sections, 
serves as a “red flag” for an audit 
if the ticket volume, based on past 
experience, seems out of line. 


Control is exercised over the- 


issues and inventories of drugs in 
the various section drug rooms by 
using the replacement principle. 
Any issues other than replace- 
ments (breakage, theft or failure 
to charge patients) are made by 
the pharmacy only on receipt of 
an operating cost requisition ap- 
proved by the superintendent of 
nurses. 

An independent control over the 
pharmacy inventory is maintained 
by having the accounting office 
credit the pharmacy for issues. 
This serves as a check against the 
pharmacist’s inventory. 

The system has been in effect for 
18 months and the results have 
been very satisfactory. Special 
services and treatments now are 
charged to the patients properly 
and uniformly. This has brought 
about a fair.return without any 
increase in the mark-up percent- 
age on drugs or in personnel. 

We know definitely that we have 
a workable and successful system, 
and we believe that the basic prin- 
ciples employed may be used to 
build a system for charging drugs 
and services. 
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Pictorial Fund-Raising Aid 


OWA METHODIST HOSPITAL, Des 

Moines, has prepared a new 
booklet, “Gifts that Live,” to aid 
in its fund-raising activities. 

While the brochure is directed 
primarily to large givers and em- 
phasizes the permanent funds, en- 
dowment and building needs, it 
also includes a list of specific items 
that can be donated at a lesser 
cost. It shows the contrast, with 
pictures, of the present nursery 
baskets with a new all-in-one 
bassinet unit. Also specified for 
smaller gifts are newborn incu- 
bators, an electro-surgical unit, 
items of room furniture and con- 
tributions to the fund for needy 
patients. A picture of unfilled li- 
brary shelves carries with it an 
appeal for funds for library pur- 
poses. 

The material included in the 
brochure was designed to answer 
the questions of potential donors. 
Thus the booklet includes, among 
other things, a statement concern- 
ing the value of intern and resi- 
dent training in the hospital and a 
statement concerning the compo- 
sition of the board of directors. A 
list of the medical staff is included 
so donors may know if their phy- 
sician is on the staff. 

Iowa Methodist Hospital em- 
ploys an experienced officer who 


spends full time finding potential 
donors for the institution. The bro- 
chure was prepared primarily for 
his use but it has been made avail- 
able to members of the medical 
staff, board members and others 
who will have occasion to speak to 
potential donors. 

The fund-raising officer has 
found real help in the American 
Hospital Association’s publication, 
“Your Gift to Hospitals Through 
Taxes.” He has used all other 
available materials to stimulate 
interest in the hospital. Visits of 
potential. donors to the hospital are 
encouraged. Active mailing lists 
have been compiled and a quar- 
terly publication, Hospital News, 
is sent to approximately 6,600 
friends of the hospital. As a result 
of this, an inexpensive Christmas 
appeal attracted 179 contributions 
totalling more than $3,600. 


I believe that there is an ur- 
gency to secure contributed funds. 
Those people who have significant 
wealth must be made to realize 
that if they do not donate volun- 
tarily to the hospital of their 
choice, the government will levy 
taxes to support the very institu- 
tions now seeking contributions.— 
DONALD W. CorDES, administrator, 
Iowa Methodist Hospital, Des 
Moines. 
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DIETETICS ADMINISTRATION 





Five Steps Toward Improved 
EMPLOYEE RELATIONS 


OSPITALS AS LARGE as the New 

{| York Hospital demand that 
the formulation of personnel poli- 
cies be centralized in one depart- 
ment—the personnel department— 
which holds the jurisdiction over 
such matters throughout the entire 
institution. In smaller hospitals, 
however, each department head 
usually takes over the job of creat- 
ing as well as administering the 
department personnel policies. 

Whether a dietitian is respon- 
sible for 10 or 100 employees, there 
are at least five factors in personnel 
administration about which she 
must have a basic understanding: 
(1) Policies, (2) the interview, 
(3) wage and raise administration, 
(4) records, and (5) personal rela- 
tions and morale... 

Policies: These might be called 
the blueprint of personnel admin- 
istration. Policies are a predeter- 
mined guide for making decisions 
and their purpose is to meet the 
employees’ needs. 

Employees will ask the dietitian 
such questions as these: “How 
many days of sick leave do I get? 
Will I have a vacation? When will 
I be entitled to a raise? The dieti- 
tian’s answers to these and similar 
questions will be her personnel 
policies. These policies should be 
in line with the personnel policies 
of the hospital. 

I am sure that most dietitians 
have been approached in the fol- 
lowing manner by employees: 
“The people in the laundry or 
housekeeping department get their 
vacation pay in advance, why can’t 
we?” These situations result in bad 
employee relations and can be 
solved only if the administration 
creates a policy that will answer 
the needs of all employees regard- 
less of where they work. 

Policies should be clearly defined 
and in writing. Mimeographed 
sheets or a handbook that will ex- 
Plain policies are useful in the 
orien‘ation of new people. 
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The interview: This factor is the 
beginning of employee and public 
relations. The purpose of the inter- 
view is to give and to get informa- 
tion. To accomplish this, it should 
be conducted in an atmosphere of 
privacy so that the applicant will 
be at ease and the interviewer free 
from interruptions. 

Dietitians are aware of what 
they want in their applicants. But 
too often they overlook the fact 
that the applicant wants and needs 
certain things in his job. 

I have been embarrassed occa- 
sionally because I failed to give a 
new employee complete informa- 
tion. As a result of this, the super- _ 
vising dietitian reported that John 


Jones said I did not tell him that 
he would have to buy his meals. 
Another time, Mary Smith called 
a few days after she was hired to 
say that she would have to give up 
her job because she reached home 
too late at night. 

To eliminate this problem, I 
made up a check list which serves 
as a guide for interviews and helps 
to eliminate reasons for dissatis- 
faction. 

The points in this check list are: 
(1) Hours of work and days off, 
(2) description of job, (3) salary, 
(4) pay day, (5) meals and main- 
tenance, (6) uniforms, (7) sick 
leave and vacation (when effec- 
tive), (8) general benefits, (9) 
traveling time and conditions, and 
(10) visit to unit for picture of 
working conditions. 

If points such as these are dis- 
cussed carefully in the interview, 
they will help enormously in keep- 
ing turnover and absenteeism at a 
minimum. It never pays to over- 
sell a job and quickly gloss over 
or omit these factors that are very 
important to the applicant. 

Wage and raise administration: 
Salaries, raises and their adminis- 
tration are always a major con- 
cern to employees. My concern is 





Nane. Jones, John 


NUTRITION DEPARTMENT = NeW YORK HOSPITAL 


Absence Record - 1948 





Classification, 


Unit, East Dining Room Payroll No. 577], 


Counter man 





Employed___ 2/9/47 


Fours__10 A.M. to 7 P.M, 





ABSENTEEISM is 
controlled by this 
record which gives a 
complete picture of 
all absences. It 
covers a period of 
one year on a single 
sheet. In addition 
it is a record for 
dependability and is 
an essential part in 
a discussion of merit 
raises. This chart 
and the work history 
are important factors 
when promotions or 
dismissals are due. 


S - Sickness 


(injury) 





C + Conpensation 


T - Tardy - Disciplinary 


h = Miscellaneous 


A = Authorized Absence 
(explain) 
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address 11 East 9th Street, N.Y.C. 2) 


Phone WE.6-] 264 








Beoan work 2/9/47 _PositinDi shwasher rate $ 
rete TMS. Mary Jones(mother) addres Same 








2/9/47 Employed as Dishwasher at $ 


week #5790 











6/9/47 Sal. increased to $ week 
11/7/47 Trans. to counter man at $ week #5777. 
2/9/48 Salary increased to $ week 








8/9/48 Salary increased to $ week 
Supervisor at $ week #5771 
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A CONTINUOUS record is kept on the work history of every employee. Wage raises, changes 
in position, date and reason for leaving and advisability of re-employment are included. 


not so much what the salaries are, 
but how they are administered. A 
periodical survey and adjustment 
of salaries in comparison with 
similar jobs in the community and 
other departments in the hospital 
will help the dietitian compete 
with the local labor market. Also, 
if she feels that salaries on specific 
jobs are not properly related, a 
complete job analysis will help set 
up the proper standards. Beyond 
this, fair administration of salaries 
and raises will do much to help 
eliminate discontent among em- 
ployees. 

There can be no secrets in sala- 
ries because employees will com- 
pare their earnings. I once had the 
experience of interviewing a coun- 
ter girl who had an excellent 
background for the position. To 
persuade her to accept, I offered 
her $10 a month more than the 
standard hiring rate. I never had 
done it before but this time it 
seemed permissible. 

A week later on pay day, I was 
visited by several women who did 
the same type of work in the same 
unit and who were hired at the 
standard rate. They said that they 
had been there three months and 
were getting less than the new girl. 
There was little I could say. I 
learned the lesson that whenever 
a hiring rate is changed the sala- 
ries of the present deserving em- 
ployees must be adjusted accord- 
ingly. 

It is important to have a wage 
range for all positions with a mini- 
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mum and maximum value based 
on the responsibilities of that job 
in relation to others in the depart- 
ment. The spread between this 
minimum and maximum must be 
adequate to give incentive for good 
work. 

Dietitians must consider their 
raise policies. Do they give raises 
based on emotional reactions to 
employees; do they wait until the 
employees threaten to leave be- 
cause they need more money, or do 
they have a fair system whereby 
everyone receives the same con- 
sideration at a specified time? 

The policy that has been in exis- 
tence for about two years in the 
dietetics department of the New 
York Hospital has practically elim- 
inated salary discontent in ap- 
proximately 80 per cent of the 
employees. We have classified em- 
ployees into two groups. 

Group I: Professional and skilled 
group such as dietitians, cooks, 
clerical workers. 

Group II: Unskilled workers 
such as dishwashers, counter girls 
and pantry maids. 

Group I has a wider salary range 
than group II. These people are 
entitled to a raise at the end of the 
first six months, at the end of the 
second six months and yearly 
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thereafter until the maximum is 
reached. 

Group II—the unskilled worke:s 
—has a narrower salary range. 
Employees in this group receive a 
raise at the end of four months, i2 
months, 18 months, 24 months and 
yearly thereafter until the maxi- 
mum is reached. 

These raise considerations must 
be earned. They are given entirely 
on merit. When any of our em- 
ployees have not earned their raise, 
the reason for refusal is carefully 
explained to them. This gives them 
an opportunity: to correct their 
faults. Their raise is reconsidered 
at the end of a month. 

Records: Records are valuable 
only if they are used and if they 
are up to date. It is important, 
therefore, to decide what informa- 
tion is necessary to have at our 
finger-tips. 

During the interview the em- 
ployer obtains such facts about the 
employee as name and _ address. 
Whether or not an application form 
is used, this information should be 
recorded. 

My system is to record on a 
3x5-inch card, the employee's 
name, address, date of birth and 
name of nearest relative. This card 
is lined half-way to allow a single 
line for starting date, position and 
salary. As raises and changes in 
position occur, they are recorded 
on separate lines. This gives a con- 
tinuous work history of the em- 
ployee. When the employee leaves, 
the date, reason for leaving, rating 
and whether re-employment is ad- 
visable are recorded. This history 
of the employee then is transferred 
to the inactive file. The record for 
active employees is kept in a vis- 
ible card file, where it is easily 
accessible. 

In addition to this personal his- 
tory, I keep an absentee record 
which covers the period of a year 
on a single sheet. This record 
serves as a guide and reference of 
dependability in the discussion of 
merit raises. It is an aid in the 
control of absenteeism because it 
gives a complete picture of all ab- 
sences. 

There is much to be said about 
additional information which can 
be kept for more complete person- 
nel records. Of these, the rating 
sheet gives a picture of the em- 
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ployees’ ability and progress. It is 
sometimes useful in the fair ad- 
ministration of salary increases 
and is a source of information for 
promotion or dismissal. 

In fairness to the employee, it 
is important for dietitians to leave 
their successors adequate informa- 
tion about the work record, rating 
and dependability of each em- 
ployee in the department. This can 
be done only when some system of 
records is established. 

Personal relations and morale: This 
last factor is one of those. intan- 
gibles that is difficult to describe. 
It is evidenced by the employee’s 
satisfaction and interest in his 
work. When the dietitian remem- 
bers to ask Mary Smith how her 
daughter is getting along in school, 
and if she commends the pot- 
washer when he has done a good 
job, then she is creating the pat- 
tern for good personnel relations. 

Employee loyalty can be built 
up only if the employees are treat- 
ed as individuals. Their security 
and attitude reflect the leadership 
of the employer. 

Employees need personal recog- 
nition and recognition for work 
well done. For instance, we have 
a pot-washer named Leroy, who 
looks like a professional boxer. 
Whenever he sees me anywhere, 
whether I am conducting a group 
through the kitchen or am on a bus 
going home, he will look longingly 
at me until I say, “Hello Leroy, 
how are you?” 

Leroy will respond differently 
each time with something like this, 
“T’se just like a gully.” I follow the 
cue by saying, ‘“‘How’s that Leroy?” 
And he answers, “I’se all washed 
out.” 

We also have Mike, who has 
been peeling potatoes for 14 years. 
Every day Mike will complain.that 
the potatoes have not been good 
lately. But when the director of 
the department asks him if he 
thinks she should order from an- 
other firm, Mike says, “Oh no, 
they’re nat that bad!”’ 

Mike and Leroy have received 


the recognition and personal atten- 


tion that everyone desires. 
Constructive criticism and fair 
discipline is a large part of a dieti- 
tian’s work, but commendation and 
recognition of work well done is 
an equally important part. 
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Management Organization 


THE KEY TO MORE effective man- 
agement in the dietary department 
is organization. To achieve good 
organization, management must 
recognize the need for improve- 
ment, must be convinced that there 
are savings to be made through 
organization and must initiate 
changes. 

Recently a dietitian in reorgan- 
izing her department found many 
procedures that could be eliminat- 
ed without serious effect on the 
food service. Eliminating proce- 
dures enabled her to acquire new 
workers. Employees were selected 
to fit the jobs in the new plan of 
operation and were trained for the 
newly organized jobs. A pertinent 
observation made by the dietitian 
was that it is easier to train super- 
visors “to do than to see.” Now 
supervisory personnel and dietetic 
interns in that hospital are in- 


structed that one of their most im-. 


portant responsibilities is to see 
how work can be eliminated. 

George E. Dewey, general per- 
sonnel director of a Pittsburgh 
manufacturing plant, explains that 
organization—as a _ responsibility 
of top management—has nothing 
to do with individuals. It is con- 
cerned singly and completely with 
functions—with methods of doing 
complex things in the simplest 
manner. If functions are _ built 
around people there will be waste. 

Mr. Dewey referred to the six 
basic principles of good organiza- 
tion set forth years ago by Harry 
Hopf. A hospital dietitian, in ap- 
plying these principles, must: 

1. Analyze what is being done, 
the methods used, the reasons for 
each method, the purpose of each 
and of the department as a whole, 
the people who are doing the jobs, 
the materials, equipment and space 
required. She then should prepare 
a statement on the findings. 

2. Simplify the functions of par- 
ticular jobs, and eliminate every 
function that does not contribute 





directly to the total function. Tiiis 
step is the elimination of unneces- 
sary work. Not only will some jobs 
drop out of existence at this stage, 
but simpler ways will be found to 
do many of the jobs which remain. 
This is one of the steps where 
money can be saved, and the money 
that is saved is of the repeating 
expense kind. 

3. Coordinate related functions, 
establish channels of communica- 
tions between functions, and create 
lines and limits of authority. This 
step, in effect, is the step which 
produces a living organization. 
Cognizance is taken of the fact 
that people are needed to do spe- 
cific things. Relationships between 
people must be spelled out in just 
as much detail as the functions 
themselves. Specific authorities and 
responsibilities must be attached 
to: each position and limits of au- 
thority must be defined. 

4. Standardize jobs. This means 
adapting individuals to the job and 
not the job to individuals. It elimi- 
nates wasted motion and the ne- 
cessity for individual solutions to 
problems. New people, recruited 
for established functions, can be 
expected to become productive at 
the maximum rate in the minimum 
of time. Methods must be tried and 
abandoned, altered and changed. 
Standardization never ceases until 
the law of diminishing returns is 
apparent. 

5. Set up controls for individ- 
uals functioning in the organiza- 


tion, for quantity and quality pro-. 


duction, and for expenditures. 
Through a system of checks and 
balances, management knows 
where it stands with respect to its 
performance and its success in car- 
rying out the function for which 
it is in business. 

6. Establish incentives for indi- 
viduals who perform the functions. 
This means “A fair rate of pay for 
a fair day’s work .. .”’ Usually a 
wage and salary program based 
upon job and position evaluations 
will be required. 
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ARMSTRONG X-4 PORTABLE BABY INCUBATOR 





1. Low cost 
2. Underwriter approved 
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12. 3-ply safety glass 
13. Full length view of baby 


14. Simple outside oxygen 
connection 


15. Night light over control 


16. Both F. and C. thermometer 
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17. Safe locking ventilator 
ff ep SReE 18. Low operating cost 
: CONTROL 
19. Automatic control 
20. No special service parts 
21. Lid locks open 
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The Armstrong X-4 Baby Incubator is the 


only Baby Incubator tested and approved by 





Underwriters’ Laboratories for use with oxygen. 


The Armstrong X-4 Portable Baby Incubator is a SAFE 
Baby Incubator, a LOW COST Baby Incubator and a 
SIMPLE Baby Incubator. That its practical, common- 
sense design has a wide acceptance is evidenced by the 
fact that almost 700 hospitals have placed repeat orders 
for more than 2500 X-4 Incubators. More and more it is 
being used, not only for the premature baby, but for any 
underweight or debilitated baby and in the delivery room 


for every new-born. 


Mm) COUNCILON 
eal PHYSICAL | 
s = 
AN MEDICINES 
MEDICAL A 


Canadian Standards Assoc. American Medical Assoc. Underwriters’ Laboratories, Inc. 
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Formula Making Included in a 
TEACHING PROCEDURE 





HE FORMULA on which a baby 

goes home from the hospital is, 
in a sense, his “special diet.” The 
hospital is responsible for the 
mother’s instruction before dismis- 
sal just as it is for the special diets 
given to other patients. It is logical, 
therefore, that the dietary depart- 
ment should be instrumental in 
planning a formula-making teach- 
ing procedure that can be adapted 
to the home situation. It is also 
within the scope of dietary respon- 
sibilities to see that such instruc- 
tion is available to every mother 
who takes her baby home. 

About a year ago such a pro- 
cedure was developed by the diet- 
ary department at the University 
of Kansas Medical Center. It was 
approved by the pediatric medical 
staff and the nursing department. 

The method developed is similar 
to the water-bath method for 
home-canning of acid foods and is 
the counterpart of that used in the 
formula laboratory of many hos- 
pitals. It stresses clean techniques 
with a terminal sterilization. Pre- 
liminary tests: proved that the 
method is absolutely safe. 

The steps involved are, briefly: 

1. Accurate measuring and pour- 
ing of the formula mixture into 
clean bottles, using clean utensils. 

2. Nippling of bottles and cover- 
ing of nipples. 

3. Processing of formula bottles 
in a boiling water bath for 10 min- 
utes. 

4. Refrigeration of processed bot- 
tles until needed. 

In assembling the kit of equip- 
ment to be used in demonstrating 
the process to mothers, attention 
was given to selecting items which 
could be duplicated easily in the 
home or could be purchased at lit- 
tle cost. 

The processing pan used is a 
galvanized pail with a lid. A clean 
dish towel serves as a false bottom 
for the pail. The nipple covers are 
paper baking cups. A set of measur- 
ing spoons, a measuring cup, a fun- 
nel, mixing pitcher, bottle brush, 
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a set of bottles and nipples and 
some rubber bands (to hold the 
nipple covers“in place) complete 
the kit. = 

To keep the” equipment intact 
and to enable easy movement to 
the mother’s room, a service cart 
was obtained from the kitchen. 
The top. shelf of the cart, which 
also serves as a demonstration 
table, has been fitted with a re- 
movable hood so that the equip- 
ment is protected when not in use. 
A coat of white paint and colorful 
animal decals applied to the cart 
and hood by the medical artist 
added the finishing touches. 

‘The pediatric student nurse as- 
signed to formula making for a 
two-week period: gives the demon- 
stration to mothers. After she has 
been trained in home-formula 
making by the pediatric dietitian, 
she is on call for teaching. The 
number taught at one time may be 
one or it may be a group of five or 
six. In giving the demonstration 
the student nurse uses the language 








of the lay person, avoiding wori's 
not in the mother’s vocabulary. 

As a part of the teaching sie 
shows how to test the temperatu:e 
of the formula before feeding the 
baby, how to hold the baby aid 
bottle. She also stresses the psy- 
chological effect that proper feed- 
ing has on the baby’s emotional ce- 
velopment. 

A folder, “Formula Directions,” 
prepared in cooperation with the 
Kansas Dietetic Association, lists 
each of the steps. The folder is 
given to each mother to take home 
with her. 

The folder includes complete in- 
formation about the ingredients of 
the formula and the _ necessary 
equipment. Also, thorough instruc- 
tions are given for the actual prep- 
aration of the formula—from the 
first step of washing the hands to 
the final step of refrigerating the 
filled bottle. 

Mothers who have had the dem- 
onstration have shown variable de- 
grees of interest. Most have been 
interested and very appreciative. 
On the several occasions when both 
the father and mother have been 
in a group, the father has shown 
as much interest as the mother. 

Student nurses who have the 
opportunity of integrating pediatric 
nursing technique with teaching 
enjoy the experience. Perhaps they 
realize that it prepares them for 
responsibilities in community nurs- 
ing. 


THIS SERVICE cart is used as a demonstration table for the formula preparation lesson. 
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Whatever the problem—if a photographic 
record is to be made—Kodak provides an answer. For 
example: negative materials for black-and-white re- 
production come in different types of color sensitiv- 
ity... orthochromatic, panchromatic, infrared; in 
various speeds and contrasts; in sheets, packs, rolls, 
and plates to fit the different cameras. For further 
information about black-and-white negative ma- 
terials, see your nearest photographic dealer .. . 
or write to Eastman Kodak Company, Medical 
Division, Rochester 4, N. Y. 


Major Kodak products for the medical profession 


X-ray films; x-ray intensifying screens; x-ray processing 
chemicals; electrocardiographic papers and film; cameras— 
still. and motion-picture; projectors—still- and motion- 
picture; enlargers and printers; photographic films—color 
and black-and-white (including infrared); photographic pa- 
pers; photographic processing chemicals; synthetic organic 
chemicals; Recordak products. 
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MASTER MENUS FOR APRIL 





OSPITALS THAT HAVE completed 

plans for starting their Mas- 
ter Menu* food service soon will 
realize three dividends: (1) In- 
creased efficiency in the dietary 
department, (2) improved food 
service and (3) a new economy. 
This is the service announced in 
the February issue of HOSPITALS. 





*Copyright 1949 by the American Hospi- 
tal Association. 


APRIL 1 


Fresh Pineapple 
Orange Juice 

. Farina or Bran Flakes 
Baked E 

Broiled Canadian Bacon 
Crumb Bun 

Clam Broth 

. Oysterettes 

. Pan Fried Perch 

. Broiled Filet of Cod 

. Parslied Potatoes 

. Cubed Potatoes 

. Baby Lima Greens 

. Stewed Tomatoes 

. Celery Stuffed with Paprika 
Cottage Cheese 
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. Apple Dumpling with Nutmeg 
auce 

. Applesauce 

. Lime Gelatin 

. Unsweetened Bing Cherries 

. Blended Juice 

. Split Pea Soup 

. Croutons 

. Egg Cutlet with Parsley Sauce 

. Creamed Eggs 

. Cold Sliced Beef 

. Baked Potatoes 

28. Spinach 

29. Shredded Cabbage and Carrot 
Salad 

30. Mayonnaise Dressing 

31. Green Gage Plums 

32. Strawberry. Junket 

33. Strawberry Junket 
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Since the new service was de- 
scribed, complete Master Menu 
kits have been sent to all hospitals 
in the country. This kit included a 
reprint of the explanatory article, 
three Master Menu wall cards for 
posting in the hospital kitchen and 
two sample sheets of transfer slips 
for attaching to the cards. 

Menu suggestions in HOSPITALS 
(see below for April menus) are 
numbered for use with the Master 
Menu cards. These lists can be 
copied onto the numbered transfer 
slips for each of three daily meals. 
The transfer slips then are attach- 
ed to the corresponding Master 
Menu cards. This process auto- 
matically charts all diets through a 
non-deviating check system. 

Master Menu kits will be sent to 
all new institutional members. It 
is the intention that all institu- 
tions providing bed care for pa- 
tients have the opportunity to 
make use of the Master Menu. All 
registered hospitals on Association 
records were to have received a 
kit by the end of February. Hos- 
pitals or institutions providing bed 
care for patients that have not re- 
ceived the kit are invited to re- 
quest it. 


Those hospitals that have ve- 
ceived the original mailing but 
need extra or replacement kits 
may purchase them (including 
three Master Menu wall cards, one 
pad of 50 menu transfer slips and 
the descriptive reprint) for $1.50. 
Master Menu transfer slips in pads 
of 50 may be purchased separately 
for 65 cents a single pad or 50 cents 
a pad in orders of 10 or more pads. 


APRIL 2 


Fresh Orange Halves 
Tomato Juice 

Puffed Wheat or Cornmeal 
Soft Cooked Egg 

Bacon 

. Blueberry Muffin 

. Consommé 

. Saltines 

. Chicken Pot Pie with Spiced 


Peach 
. Hot Sliced Chicken 
. French Potato Balls 
. Noodles 
. Chopped Greens 
. Julienne Beets 
15. Hearts of Lettuce Salad 
16. Walnut French Dressing 
17. Chocolate Whip Cream Roll 
18. Chocolate Whip Cream Roll 
19. Soft Custard 
20. Fresh Pear 
21. Apple Juice 
22. Navy Bean Soup 
23. Melba Toast 
24, Cheese Soufflé 
25. Cheese Soufflé 
26. Broiled Lamb Chop 
27. Parslied Potatoes 


BONS 


. Peas 
29. Red Apple and Grapefruit Salad 
30. French Dressing 
31. Cherry Cobbler 
32. Royal Anne Cherries 
33, Cherry Gelatin 
34. Unsweetened Royal Anne Cherries 
35. Apricot Nectar 


34, Strawberries - eee 
35. Grapefruit Juice 
36. Potato Rusks APRIL 6 
APRIL 4 APRIL 5 |. Sliced Orange 
APRIL 3 1. Banana — 1. Orange Juice 2. Orange Juice 
1. Half Grapefruit 2. Prune Juice 2. Orange Juice 3. Raisin Bran Flakes or Farina 
2. Grapefruit Juice 3. Crisp Rice Cereal or Oatmeal 3. Rolled Wheat Cereal or Rice 4. Poached Eqg 
3. Granular Wheat Cereal or 4, Scrambled Egg Flakes 5. Sauté Chicken Livers 
Cornflakes 5. Sausage 6. Cinnamon Raisin Toast 
4. Poached Egg 6. Cinnamon Bun 4. Soft Cooked Egg 7. Chicken Broth 
5. Grilled Ham 7. Bouillon 5. Bacon 8. Crisp Crackers 
6. Toast 8. Saratoga Wafers ; 6. Pecan Roll 9. Pork Chop 
7. Tomato Juice 9. Roast Shoulder of Veal with 7. Tomato Bouillon 10. Broiled Whitefish 
8. Cheese Wafers Beet and Horseradish Relish 8. Melba Toast 11. Mashed Sweet Potatoes with 
9. Roast Beef au Jus 10. Lamb Pattie 9. Beef Loaf with Mushroom Gravy Marshmallows 
10. Roast Beef Il. Mashed Potatoes 10. Cold Roast Beef 12. Parslied Potatoes 
Il. Stuffed Baked Potatoes 12. Hominy Grits eo * . 13, Seven Minute Cabbage 
12. Paprika Potatoes 13. Broccoli 1. French Fried Potatoes 14. Peas 
13, Broiled Egg Plant 14. Mashed Squash 12. Baked Potatoes 15. Pineapple Ring with Grated 
14. Carrots - Waldorf Salad in Lemon Jelly 13, aed i "  Seratican theese Salad 
bi erasereeets 14. Choppe reens ' 
ie. _soovht raednocegigaea = ms ee — 15. Combination Green Salad 7: ag ad Layer Cake 
17. Coffee Ice Cream : ya ti aa Lala 16, Roquefort French Dressing 18. Burnt Sugar Layer Cake 
18. Coffee Ice Cream 17. Fresh Strawberries and Cream 19. Orange Sherbert 
19. Baked Custard Gelati g 
19. Lemon Sherbet 20. Unsweetened Canned Plums 18. Strawberry Gelatin 20. Apple 
20. Fresh Pineapple 21. Grapefruit Juice 19. Strawberry Gelatin 21. Apple Juice 
21. Chicken Broth 22. Berkshire Soup 20. Fresh Strawberries 22. Corn Chowder 
22. Cream of Potato and Onion Soup 23. Saltines 21. Apricot Nectar 23. Oysterettes 
23. Crisp Crackers 24. Creamed Sweetbreads on Melba 22. Mongol Soup 24. Tuna Fish Salad with Baked 
24. Grilled Link Sausages, Chicken Toast 23. Croutons Potatoes 
Livers, Bacon 25. Creamed Sweetbreads on Melba . 25. Scalloped Tuna Fish and Noodles 
: . . 24. Spanish Omelet a 
25. Grilled Chicken Livers and Bacon Toast 25. Plain Omelet 26. Minute Steak 
26. Grilled Chicken Livers 26. Broiled Sweetbreads 2%. Plain Omelet | ee 
f 28. Grilled Tomato 


27. Steamed Rice 


28. French Style Green Beans 28. Asparagus Tips 27. Egg Noodles 

29. Cucumber and Radish Salad - ese oe Greens 28. Green eed -<<couel os 

30. French Dressing 31. Minted Granee and Grapefruit > ee a 

31. Fruited Gelatin with Whip Cream 2 Cup 9 P + sr — 

32. Canned Fruited Gelatin . . 

33. Strawberry Gelatin = sto adhe hee a gail Cup 32. Whole Peeled Apricots 

34. Unsweetened Stewed Hot House 34. Minted Orange and Grapefruit 33. Soft Custard — 
Rhubarb Sections 34, Half Grapefruit 

35. Orange Juice 35. Pineapple Juice 35. Cherry Juice 

36. Onion Roll 36. Date Nut Muffin 36. Salt Sticks 





27. Parsley Potato Balls 





29. Celery Hearts and Carrot Sticks 


31. Frozen Peaches and Sugar 
Cookie 

32. Stewed Frozen Peaches and Sugar 
Cookie 

33. Chocolate Junket 

34. Unsweetened Canned Peaches 

35. Grape Juice 

36. Cloverleaf Rolls 
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Salad 


Pettijohn’s provides bran as Nature in- 
Cherries tended it to be eaten— moist and gentle — 
enveloped in velvet-soft flakes of hot whole 
wheat. In addition to safe bulk, this appe- 
tizing cereal furnishes the splendid nutri- 
tion of the whole grain. A single serving— 
1 ounce, dry weight of Pettijohn’s, with 
_.sugar and four ounces of milk—makes the 
following contribution to the minimum daily 
adult requirements: 
i 


Tees ee OU Cw 16.20% 
Riboflavin . .« «6 «© « -« 11.60% 
Iron Se. a 2 @ @ #.-« 11.60% 
Calcium. .. « « « « « 19.20% 
Phosphorus . . « « « «+ 28,00% 


Serve Pettijohn’s for its whole grain nutri- 
tion, its safe gentle bulk, its meaty flaky 
texture and nut-like flavor. Serve it because 
it cooks quickly to perfection and costs so 
little... about a cent a serving. Let Petti- 
john’s help your patients establish the good 
habit of adding safe and savory bulk to 
their daily diet. 
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nd Sugar 


| Ugmey| PETTIJOHN’S 


Hot Flaked Whole Wheat 


. were THE QUAKER OATS COMPANY + CHICAGO 4, ILLINOIS 
Ww 
EREAL 


i 








aches 


—— 


PITALS He Marci 1949, VOL. 23 








MARC} 


APRIL 7 

Half Grapefruit 
Grapefruit Juice 
Hominy Grits or Whole Bran 

Vereai 
Soft Cooked Egg 
Sausage 
Hot Biscuits 
Consommé 
Saltines 
Roast Leg of Lamb 
Roast Leg of Lamb 


APRIL 8 
Orange Juice 
Orange Juice 
Crisp Corn Cereal or Oatmeal 
Scrambled Egg 
Bacon 
Currant Muffin 
Fruit Juice Cocktail 
Wheat Wafers 
Fried Oysters with Tartare Sauce 
Broiled Halibut 





APRIL 9 APRIL 10 


Banana 1. Half Grapefruit 1 
Apricot Nectar and Lemon Juice 2. Grapefruit Juice 


Rolled Wheat or Rice Flakes 3. Cornflakes or Scotch Bran Brose 


Poached Egg 4. Soft Cooked Egg 
- Grilled Canadian Bacon 5. Sausage 


Orange Bran Muffin 6. Coffee Cake 

Bouillon 7. Consommé 

. Crisp Crackers 8. Saltines 

. Corned Beef—Sweet Mustard 9. Baked Ham 

10. Broiled Tenderloin Steak 


APRIL 11 

Fresh Orange Halves 4. 

2. Orange Juice 

3. Granular Wheat Cereal or Puffed 
Rice 

4. Baked Egg 

5. Bacon 

6. Toast 

7. Apple Juice Cocktail 

8. Wheat Wafers 

9. Beef, Carrot and Onion Casserole 


APRIL 12 


Banana 

2. Apple Juice 

3. Puffed Wheat or Oatmeal 
4. Scrambled Egg 

5. Bacon 

6. Cinnamon Muffin 

7. Tomato Juice 

8. Crisp Crackers 

9. Sautéed Liver 

10. Broiled Liver 
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Mashed Potatoes 
Cubed Potatoes 
Carrots O'Brien 
Green Beans 
Pear Natural Salad 
Creamy Dressing 
Rhubarb Pie 
Canned Pear Halves 
Vanilla Junket 
Unsweetened Canned Pears 
Tomato Juice 
Vegetable Soup 
Crisp Crackers 
French Toast with Creamed 
Chicken 
Creamed Chicken 
Cold Sliced Chicken 
Steamed Rice 
Broccoli 
Tossed Green Salad 
French Dressing 
Raspberry Sherbet 
Raspberry Sherbet 
Grape Gelatin 
Orange Slices 
Blended Juice 


APRIL 13 


Scalloped Potatoes 
Parsley Potatoes 
Corn Sauté with Green Peppers 


Chopped Greens 


Apple, Peanut and Cabbage Slaw 


Pineapple Upside Down Cake 

Baked Cup Custard 

Baked Cup Custard 

Fresh Pineapple 

Consommé 

Cream of Spinach Soup 

Melba Toast 

Fruit Plate with Nut Bread 
Sandwich 

Creamed Salmon and Peas 

Beet, Carrot and Pea Salad 

Baked Potatoes 


Cottage Cheese on Lettuce Leaf 

Creamy Dressing 

Shadow Layer Cake 

Pear, Apricot and Cherry 
Compote 

Orange Gelatin 

Unsweetened Canned Apricots 

Grapefruit Juice 


APRIL 14 


10. 
Il. 
12. 
13. 
14, 
15. 
16. 
17. 
18. 
19. 
20. 
21. 
a: 


Hot Sliced Turkey 

Parsley Potatoes 

Parsley Potatoes 

Cabbage Quarters 

Carrots Julienne 

Tomato Aspic, Ripe Olive Salad 

Mayonnaise Dressing 

Chocolate Meringue Pie 

Chocolate Meringue Pudding 

Grape Sherbet 

Fresh Fruit Cup 

Orange Juice 

Scotch Barley Soup 

Crackers. . 

Spoonbread with Crisp Bacon 

Spoonbread with Bacon and 
Applesauce 

Broiled Liver 


French Style Green Beans 

Orange and Grapefruit Sections 

French Dressing 

Cream Cheese, Guava Jelly and 
Toasted Saltines 

Cottage Cheese, Guaya Jelly and 
Toasted Saltines 

Junket 

Unsweetened Canned Green 
Gage Plums 

Apple Juice 


APRIL 15 


11. Creamed Potatoes and Peas 

12. Baked Potatoes 

13. Chopped Spinach 

14. Diced Beets 

15. Fresh Fruit Salad 

16. Creamy Dressing 

17. Burnt Almond Ice Cream 

18. Vanilla Ice Cream 

19. Lemon Sherbet 

20. Unsweetened Bing Cherries 

21. Grape Juice 

22. Cream of Turkey Soup 

23. Crisp Crackers 

24. Swedish Meat Balls with Tomato 

Sauce 
25. Swedish Meat Balls with Tomato 
Sauce 

26. Cold Sliced Corn Beef 
Parslied Potatoes 
Asparagus Tips 
Hearts of Lettuce 
Pimento Dressing 
Fresh Strawberries and Cream 
Canned Sliced Peaches 
Cherry Gelatin Cubes 
Strawberries 
Blended Juice 


APRIL 16 


10. Grilled Chopped Beef 

Il. Mashed Potatoes 

12. Noodles 

13. Lima Beans 

14. Chopped Spinach 

15. Stuffed Date with Cream Cheese 
and Pecan Salad 

16. French Dressing 

17. Creamy Rice Pudding 

18. Creamy Rice Pudding 

19. Vanilla Junket 

20. Unsweetened Peaches 

21. Bouillon 

22. Cream of Celery Soup 

23. Saltines 

24. Assorted Cold Cuts and Baked 
Potatoes 

25. Veal Steak with Broiled Tomato 

26. Veal Steak with Broiled Tomato 

27. Baked Potatoes 

28. 


29. Sliced Cucumber and Beet Salad 


30. Mayonnaise Dressing 
31. Royal Ann Cherries and Vanilla 
Wafer p 
32. Royal Ann Cherries and Vanilla 
Wafer 
Orange Sherbet 
. Unsweetened Royal Anne 
Cherries 
Apricot Nectar 
Rye Roll 


APRIL 17 


Il. French Potato Balls 
12. Parslied Potatoes 
13, Broccoli, Club Style / 
14. Carrots 
15. Avocado and Orange Salad 
16. French Dressing 
17. Butterscotch Brownie 
Lemon Floating Island 
Lemon Gelatin 
Orange Sections 
21. Consommé 
Black Bean Soup and Lemon 
Slice 
Melba Toast 
Eggs Benedict 
Fluffy Omelet 
Fluffy Omelet 
Baked Potatoes 
28. Chopped Beet Greens 
29. Celery Hearts and Radishes 


eapple ? 
32. Grapefruit and Orange Sections 
33. Strawberry Junket 
34. Fresh Pineapple 
35. Cherry Juice 


APRIL 18 


Orange Juice 

Orange Juice 

Farina or Shredded Wheat 
Soft Cooked Egg 

Link Sausage 

Toast 

Essence of Celery Soup 
Saltines 

Broiled Fish Fillets 

Broiled Fish Fillets 
Paprika Potatoes 

Paprika Potatoes 

Peas 

Asparagus 

Tomato Salad 

Thousand Island Dressing 
Open Face Apricot and Prune 


Half Grapefruit 

Grapefruit Juice 

Bran Flakes or Cornmeal 

Poached Egg 

Bacon ; 

Honey Buns 

Cranberry Juice Cocktail 

Celery Waters 

Breaded Veal Cutlet 

Broiled Veal Steak 

Potatoes au Gratin 

Baked Potatoes 

Cauliflower Paprika 

Mashed Squash 

Jellied Cucumber, Pineapple and 
Pecan Salad 

Mayonnaise 


Tomato Juice 

Tomato Juice 

Rolled Wheat or Crisp Rice 
Cereal 

Soft Cooked Egg 

Broiled Finnan Haddie 

Hot Cross Buns 

Consommé 

Melba Toast 

Individual Baked Sea Bass 

Broiled Salmon 

O'Brien Potatoes 

Parslied Potatoes 

Wax Beans with Chopped Parsley 

Beets Julienne 

Orange and Sliced Onion Salad 

Sherry Dressing 


Sliced Orange 

Orange Juice 

Crisp Corn Cereal or Oatmeal 
Scrambled Egg 

Bacon 

Toast 

Bouillon 

Saltines 

Roast Sirloin of Beef 

Broiled Fillet of Sole 

Mashed Potatoes 

Riced Potatoes 

Paprika Baked Onions 

Green Beans . Carrots Julienne 
Sugar Plum Salad . Hearts of Lettuce 
Creamy Dressing 16. Sherry Dressing 


Strawberries 

Orange Juice 

Farina or Raisin Bran Flakes 
Poached Egg 

Link Sausage 

Orange Biscuits 

Orange and Ginger Ale Cocktail 
Wheat Wafers 

Broiled Chicker 

Broiled Chicken 

French Fried Potatoes 
Parsley Potato Balls 

. Asparagus Tips 


Half Grapefruit 

. Grapefruit Juice 

. Cornflakes or Granular Wheat 
Cereal 

. Soft Cooked Egg 

Bacon 

Blueberry Cornbread 

- Consommé 

Crisp Crackers 

Swiss Steak, Vegetable Gravy 
Broiled Beef Pattie 

Oven Browned Potatoes 
Paprika Potatoes 

Parslied Turnip Slices 
Chopped Spinach 

Jellied Fruit Salad on Watercress 
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Pie 
Compote of Apricots 
Raspberry Sherbet 
Unsweetened Canned Apricots 
Blended Juice 
Julienne Vegetable Soup 
Saltines 
Creamed Mushrooms on Toast with 
Candied Sweet Pofatoes 
Cottage Cheese 
Cottage Cheese 
Baked Potatoes 
Green Beans 
Grapefruit Salad 
French Dressing 
Jelly Roll 
Jelly Roll 
Strawberry Gelatin 
Delicious Apple 
Lemon and wage Juice 


36. Ambassador Ro 


Baked Caramel Custard 

Baked Caramel Custard 

Baked Caramel Custard 

Unsweetened Canned Purple 
Plums 

Chicken Broth 

Cream of Carrot Soup 

Crisp Crackers 

Ham and Swiss Cheese on Rye 
with Julienne Potato Sticks 

Cold Sliced Lamb 

Cold Sliced Lamb 

Noodles 

Chilled Asparagus Tips 

Cole Slaw 

Sour Cream Dressing 

Raspberry Short Cake with 
weenee Cream 

Canned Fruit Cup 


Junket 


Unsweetened Canned Fruit Cup 
Orange Juice 


Angel Food Cake with Strawberry 
bry 3 Frosting 

Angel Food Cake 

Lemon Sherbet 

Half Grapefruit 

Apricot Nectar 

Cream of Mushroom Soup 

Crisp Crackers 

Tuna Fish Soufflé—Potato Chips 

Tuna Fish Soufflé 

Broiled Halibut 

Baked Potatoes 

Spinach 

Carrot, Celery and Green Pepper 
Sticks 


Stewed Rhubarb and Sugar Cookie 
Half Grapefruit 

Cherry Gelatin 

Unsweetened Stewed Rhubarb 
Limeade 

Sally Lunn 


Dutch Apple Pie 
Applesauce 
Soft Custard 
Unsweetened Canned Peaches 
Grapefruit Juice 
Minestrone Soup 
Bread Sticks 
Veal Fricassee on Rice 
Veal Fricassee 
Sliced Veal Roast 
Steamed Rice 
. Grilied Tomato 
Fresh Pineapple and Strawberry 
Salad 
French Dressing 
Cocoanut Cup Cakes 
Cup Cake with Vanilla Icing 
Chocolate Junket 
Banana 
Apricot Nectar 


17. Meringue Nests with Vanilla Ice 
Cream, Raspberry and Lime 
Sherbet 

18. Meringue Nests with Vanilla Ice 
Cream, Raspberry and Lime 
Sherbet 

19. Lime Sherbet 

20. Fresh Pineapple 

21. Beef Broth 

22. Cream of Spinach Soup 

23. Croutons 

24. Shrimp Salad with Potato Chips 

25. Lamb Chop 

26. Lamb Chop 

27. Baked Potatoes 

28. Peas 


29. Celery Hearts and Stuffed Olives 


30. 


31. Fresh Fruit Cup with Mint, Scotch 


: Short Bread 
32. Canned Fruit Cup 
33. Grape Gelatin 
34. Fresh Fruit Cup with Mint 
35. Blended Juice 
36. Refrigerator Roll 


Creamy Dressing 

Bread Pudding with Raisins 

Bread Pudding 

Lemon Gelatin 

Unsweetened Canned Blue Plums 

Cranberry Juice 

Cream of Vegetable Soup 

Saltines 

Corned Beef Hash Pattie with 
Poached Egg 

Poached Egg on Toast 

Cold Sliced Corned Beef 

. Stuffed Baked Potatoes 

. Sliced Beets 

Tossed Green Salad 

French Dressing 

Stewed Apricots, Chocolate 
Walnut Cookie 

Apricot Whip 

Soft Custard 

Unsweetened Canned Apricot ~ 

Pineapple Juice ~ 

Poppy Seed Roll 


Sasnson 
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for long range economy.... 


POLAR WARE 


Stainless Steel 


Clinical Utensils 
ih icici icc 


less steel clinical utensils—and particularly the kind that Polar Ware makes. There are 


sinsgedesyd °*Z 
dess HeH I 
wav 


eoing 
41N spe 


@SO1g ULIG Y2}OIG JO SBHEWUIOD “E 
ou 


*t 
1 


seajeH eBueiO Yyses4 ~ 


aL 


e2in¢ eHueid 


many good reasons why this is true, but none more important than the improved measure 


Wudv 


of sterility provided by the seamless construction that identifies Polar Ware craftsmanship 


in meetal working. ... 0. ccc sees And when you consider that the same fabricating 
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methods that make these well designed utensils so easy to work with also make them 


peynd 


almost indestructible, you can understand why Polar Ware has earned a reputation for 
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providing the most for your money in terms of long range economy. 


Leading hospital supply houses everywhere carry Polar Ware. Ask the men who call on 


ecineg eddy 


you, or if you prefer, write direct for information on the complete Polar Ware line. 


Jeowyeo Jo FEOUM PPHNd © 


3500 LAKE SHORE ROAD iN 


" olar Ware Co © SHEBOYGAN, WISCONSIN f 
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APRIL 19 

|., Orange Juice 

2. Orange Juice 

3. Gaimeal or Puffed Rice 

4. Baked E 

. Broiled Chicken Livers 

. Toast 

7. Chicken Broth 

8. Saltines 

. Roast Fresh Ham 
10. Roast Leg of Lamb 
Il. Mashed Potatoes 
12. Baked Potatoes 
13. Kale 
14. Peas 
15. Banana Salad 
16. Peanut Butter Dressing 
17. Pineapple Sherbet 
18. Orange Sherbet 
19. Orange Sherbet 
20. Unsweetened Canned Pear 
21, Blended Juice 
22. Chicken Gumbo Soup 
23. Crisp Crackers 
24. Casserole Spaghetti and Cheese 
25. Casserole Spaghetti and Cheese 
26. Roast Beef 
27. : 
28. Green Beans Julienne 
29. Hearts of Lettuce 
30. Cucumber Mayonnaise Dressing 
31. Open Face Strawberry Pie, 

Whipped Cream Border 

32. Canned Peach Halves 
33. Vanilla Junket 
34. Strawberries 
35. Grape Juice 
36. Whole Wheat Parkerhouse Roll 


APRIL 25 


Tomato Juice 

Tomato Juice 

Farina or Whole Bran Cereal 

Poached Egg 

Bacon 

Date Muffin 

Chicken Broth 

Melba Toast 

Roast Beef 

Roast Beef 

Pan Roasted Potatoes 

Parslied Potatoes 

Seven Minute Cabbage 

Whole Carrots 

Tossed Green Salad 

French Dressin 

Dutch Cherry Cake with 
Cherry Sauce 

Cottage Pudding with Clear 
Cherry Sauce 

Junket 


| 
2 
3 
4 
5 
6 
2. 
8 
9 
10 
it 
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Orange and Grapefruit Juice 

Cream of Mushroom Soup 

Crisp Crackers 

Scrambled Eggs with Noodles 
and Canadian Bacon 

Scrambled Eggs 

Fluffy Omelet 

Noodles 

Broccoli 

Hearts of Lettuce 

Roquefort Dressing 

Fruit Cup 
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33. Lemon Ice Cream 
= Unsweetened Canned Peaches 
36. 


Unsweetened Royal Anne Cherries 


Orange and Grapefruit Sections 
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26. 
27. 
28. 
29. 
30. 
31. 
32. 
33. 
34. 
35. 
36. 


APRIL 20 

Banana 

Grapefruit Juice 

Crisp Corn or Rolled Wheat 
Cereal 

Soft Cooked Egg 

Sausage 

Graham Muffin 

Essence of Tomato Soup 

Saratoga Wafers 

Boiled Brisket of Beef with 
Horseradish Sauce 

Boiled Beef 

Boiled Potatoes 

Boiled Potatoes 

Whole Baby Beets 

Mashed Squash 

Hearts of Celery, Sweet Pickle 
and Radish 


Blueberry Pie 

Royal Anne Cherries 

Soft Custard 

Unsweetened Canned Apricots 

Grapefruit Juice 

Duchess Soup 

Saltines 

Cold Jellied Chicken Loaf 
with Spiced Melon Pickle 

Cold Jellied Chicken Loaf 

Cold Sliced Chicken 

Steamed Rice 

Broccoli 

Orange and Berry Salad 

French Dressing 

Baked Prune Souffle and 
Custard Sauce 

Baked Prune Souffle 

Vanilla Ice Cream 

Fresh Pineapple 

Tomato Juice 

Banana Bread 


APRIL 26 


Grapefruit Juice 

Grapefruit Juice 

Shredded Wheat or Hominy 
Grits 

Soft Cooked Egg 

Grilled Ham 

Toast 

Essence of Celery Soup 

Saltines 

Breaded Veal Cutlet 

Broiled Veal Chop 

Mashed Potatoes 

Riced Potatoes 

Julienne Rutabagas 

eg Tips 

Chef's Salad 

Herb French Dressing 

Strawberry Chiffon Pie 

Canned Fruited Gelatin with 
Whipped Cream 

Strawberry Gelatin Cubes 

Strawberries 

Cherry Juice 

Pepper Pot Soup 

Saratoga Wafers 

Chicken Turnover, Supreme 
Sauce 

Beef Pattie 

Beef Pattie 

Baked Potatoes 

Lattice Beets 

Cucumber and Radish Salad 

French Dressing 

Home Style Peaches 

Home Style Peaches 

Soft Custard 

Sliced Banana 

Tomato Juice 


1. 
2. 
3. 
4. 


10. 
I. 
12, 
13. 
14, 
15. 
16. 
17. 
18. 
19. 
20. 
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APRIL 21 

Sliced Orange 

Orange Juice 

Farina or Bran Flakes 

Scrambled Egg 

Grilled Ham 

Toast 

Bouillon 

Crisp Crackers 

Sautéed Liver with French Fried 
Onion Rings 

Broiled Calves Liver 

Scalloped Potatoes 

Noodles 

Ford Hook Lima Beans 

Stewed Tomatoes 

Tossed Salad Greens 

Sherry Dressin 

Frozen Peach Risstaahe 

Stewed Frozen Peaches 

Strawberry Gelatin 

Half Grapefruit 

Pineapple Juice 

Cream of Chicken and Rice Soup 

Melba Toast 

Scalloped Cabbage and Tomato 
with Crisp Bacon and Baked 
Potato 

Lamb Pattie 

Lamb Pattie 

Baked Potatoes 

Peas 

Pear and Cottage Cheese Salad 

Mayonnaise Dressing 

Chocolate Brownie a la mode 

Chocolate Junket 

Chocolate Junket 

Unsweetened Canned Fruit 
Cocktail 

Cherry Juice 


APRIL 27 


Sliced Orange 

Orange Juice 

Rolled Wheat Cereal or 
Bran Flakes 

Poached Egg 

Bacon 

Sweet Currant Roll 

Bouillon 

Crisp Crackers 

Baked Ham Steak in Mustard 
Cream 

Broiled Lamb Pattie 

Candied Sweet Potatoes 

Baked Sweet Potatoes 

French Style Green Beans 

Chopped Spinach 

Perfection Salad 

Creamy Dressing 

Orange Sherbet 

Orange Sherbet 

Orange Sherbet 

Unsweetened Fruit Cocktail 

Blended Juice 

Chicken and Rice Soup 

Saltines 

Baked Macaroni and Cheese 

Broiled Chicken Livers 

Broiled Chicken Livers 

Steamed Rice 

Grilled Tomato 

penennne Fan Salad 

French Dressing 

Date Nut Torte with Whipped 
Cream 

Compote of Apricot and Pear 

Junket 

Unsweetened Canned Blue 
Plums 

Grape Juice 


APRIL 22 

1. Orange Juice 

2. Orange Juice 

3. Puffed Wheat or Cornmeal 

4. Poached Egg 

5. Grilled Canadian Bacon 

6. Danish Coffee Ring 

7. Consommé 

8. Saltines 

9. Broiled Halibut Steak 

10. Broiled Halibut Steak 

Il. Parslied Potatoes 

12. Hominy Grits 

13, Green Bean and Corn 
Succotash 

14. Chopped Beet Greens 

15. Shredded Cabbage, Carrot and 
Green Pepper Salad 

16. Sour Cream Dressing 

17. Tapioca Pineapple Cream with 
Meringue 

18. Tapioca Cream 

19. Lemon Sherbet 

20. Strawberries 

21. Prune Juice 

22. Mulligatawny Soup 

23. Crisp Crackers 

24. Walnut Croquettes, Pimiento 
Sauce 

25. Jelly Omelet 

26. Plain Omelet 

27. Parslied Potatoes 

28. Asparagus 

29. Grapefruit Salad 

30. Sherry Dressing 

31. Cheese Cake 

32. Fruited Gelatin 

33. Gelatin Cubes 

34. Unsweetened Royal Anne 
Cherries 

. Blended Juice 

6. 


APRIL 28 
Tomato Juice 
Tomato Juice 
Puffed Rice or Oatmeal 
Soft Cooked Egg 
Bacon 
Raisin Bread Toast 
Consommé 
Saratoga Wafers 
Roast Chicken 
Mashed Potatoes 
Paprika Potatoes 
Broccoli Club Style 
Baby Beets 
Cranberry, Apple and 

Orange Relish on Lettuce 
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Sunshine Cake 

Sunshine Cake 

Soft Custard 

Grapefruit Sections 

Grapefruit Juice 

Cream of Vegetable Soup 

Crisp Crackers 

Hot Roast Beef Sandwich 

. Hot Sliced Beef 

. Hot Sliced Beef 

Parslied Potatoes 

Peas 

Tossed Green Salad 

Italian Dressing 

Apple Crisp, Hard Sauce 

Coddled Apple Quarters 

Cherry Gelatin Cubes 

Unsweetened Coddled Apple 
Quarters 

Orange Juice 
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APRIL 23 

\. Half Grapefruit 

2. Grapefruit Juice 

3. Granular Wheat or Rice Flakes 

4. Soft Cooked Egg 

5. Bacon 

6. Toast 

7. Bouillon 

8. Crisp Crackers 

9. Roast Duck with Dressing 

10. Hot Sliced Chicken 

Il. Mashed Potatoes 

12. Riced Potatoes 

13. Cauliflower Polonaise 

14. Green Beans 

15. Orange Salad 

16. Sherry Dressing 

17. Spanish Cream, Raspberry 
Sauce 

18. Spanish Cream 

19. Soft Custard 

20. Unsweetened Canned Apricots 

21. Grape Juice 

22. Potage Longchamps 

23. Croutons 

24. Toasted Tomato Sandwich, 
Rarebit Sauce 

25. Toasted Tomato Sandwich, 
Rarebit Sauce 

26. Cold Sliced Veal 

27. Paprika Potatoes 

28. Spinach 

29. Watercress Salad 

30. Chiffonade Dressing 

31. Prune Cake with Seafoam 
egnery | 

32. Pear and Rice Compote 

33. Junket 

34. Fresh Pineapple 

> Apple Juice 


APRIL 29 


Orange Juice 

Orange Juice 

Farina or Bran Flakes 

Poached Egg 

Link Sausages 

Toast 

Grape Juice and Ginger Ale 

Cheese Wafers 

Baked Haddock 

Baked Haddock 

Hashed Brown Potatoes 

Baked Potatoes 

Lima Beans and Pearl Onions 

Stewed Tomatoes 

Head Lettuce and Pimiento 

Salad 

Sherry Dressin 

Lemon Layer Cake 

Baked Custard 

Lime Sherbet 

Fresh Pineapple 

Beef Bouillon 

New England Clam Chowder 

Oysterettes 

24. Spinach with Hard Cooked 
Egg and Cheese Sauce 

25. Spinach with Hard Cooked 
Egg and Cheese Sauce 

26. Cold iced Lamb 

27. Baked Potatoes 

28. Julienne Beets 

> Celery Hearts and Radishes 

31. Apricot Tart Glace 

32. Whole Peeled Apricots 

33. Junket 

34. Unsweetened Canned Apricots 

35. Blended Juice 

36. Boston Brown Bread 
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APRIL 24 
1. Orange Halves 
2. Orange Juice 
3. Cornflakes or Oatmeal 
4. Scrambled Egg 
5. Sausage Pattie 
6. Cinnamon Toast 
7. Pineapple Juice 
8. Wheat Wafer 
9. Roast Lamb, Gravy 
10. Roast Lamb 
11. Creamed Whéle Potatoes 
12. Baked Potatoes 
13, Peas 
14, Sliced Beets 
15. Pear with Currant Jelly Salad 
16. Creamy Dressing 
17. Chocolate Ice Cream 
18. Chocolate Ice Cream 
19. Vanilla Ice Cream 
20. Unsweetened Canned Pear 
21. Consommé 
22, Cream of Asparagus Soup 
23. Saltines 
24. Ham a la King on Cornbread 
25. Creamed Chicken 
26. Hot Sliced Chicken 
27. Steamed Rice 
28. Baby Lima Beans 
29. Celery Hearts and Carrot Curls 
30. 
31, Fresh Strawberries and Cream 
32. Royal Anne Cherries 
33. Cherry Gelatin Cubes 
34. Half Grapefruit with Sliced 
Strawberry 
35. Tomato Juice 
36. 


APRIL 30 


Half Grapefruit 

Grapefruit Juice 

Cornflakes or Whole Wheat 
Cereal 

Soft Cooked Egg 

Bacon 

Toast 

Consommé 

Saltines 

Roast Pork 

Roast Veal 

Mashed Potatoes 

Parslied Potatoes | 

Chopped Mustard Greens 

Carrots 

Raw Carrot and Raisin Salad 

Mayonnaise Dressing 

Deep Dish Apple Pie 

Vanilla Ice Cream 

Vanilla Ice Cream 

Strawberries 

Cranberry Juice 

French Onion Soup 

Rye Cheese Croutons 

Braised Beef Cubes with 
Noodles 

Braised Beef Cubes 

Broiled Steak 

Baked Potatoes 

Whole Green Beans 

Sliced Tomato Salad 

Mayonnaise Dressing 

Chocolate Fudge Layer Cake 

Canned Pear Half 

Soft Custard 

Unsweetened Canned Pears 

Orange Juice 

Corn Sticks 
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ENGINEERING AND MAINTENANCE 





Increased Efficiency Through 
INCENTIVE - TRAINING 


HE ENGINEERING department 

must assume its share of the 
job in raising the standard of pa- 
tient care by keeping the hospital 
plant at top efficiency. To do so re- 
quires the services of the best men 
available for the job. Any plan that 
succeeds in attracting this type of 
employee deserves careful consid- 
eration. 

Such a plan has been developed 
by the California Hospital at Los 
Angeles. Here the chief engineer, 
with the support and encourage- 
ment of the superintendent, has 
devised an incentive-training pro- 
gram for the department. 

Briefly, the idea is this: Em- 
ployees are carefully selected, 
shown the opportunities available 
and are properly trained. Men de- 
siring employment in the engineer- 
ing department are first inter- 
viewed by the personnel director. 
Those accepted then report to the 
chief engineer and are given a sec- 
ond interview by him. 

In this interview, each man is 
given the opportunity of telling 
what his ambitions are in the de- 
partment. He also is assured that 


% 


THE ENGINEERING department is organized into six divisions under 
the supervision of the chief engineer and his assistant. These divisions 
include the carpenter shop, paint shop, gardener, operating engineer, 
building maintenance engineer and the chief engineer's clerk. Subdi- 
visions are the elevator operators, electricians, mechanics, plumbers 
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CHIEF ENGINEER, AND 
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ADMINISTRATIVE INTERN 
CALIFORNIA HOSPITAL, LOS ANGELES 


every effort will be made to ad- 
vance him in his work. Particular- 
ly he is told of the vital functions 
of the engineering department in 
maintaining high standards of pa- 
tient care. 

The chief engineer personally 
explains the necessity of an unin- 
terrupted flow of utilities to the en- 
tire hospital, what damage will re- 
sult if emergencies are not handled 
efficiently and other important 
facts. Only those who indicate they 
fully realize that these responsi- 
bilities will be theirs and express a 
desire to assume them are consid- 
ered for employment. 

Men who apply themselves to 
learning all that the California 
Hospital engineering department 
has to offer are fully qualified to 
assume the position of chief engi- 
neer in any plant, regardless of 
size. This fact is emphasized 
strongly. When the time comes that 





a man’s abilities cannot be fur- 
thered by advancement in this hos- 
pital, it will gladly aid him in se- 
curing a more advanced position. 

At this point the incentive plan 
is explained. Each new employee is 
hired on a temporary basis at a 
salary lower than the permanent 
salary for the same job. At the 
time of hiring, the employee is giv- 
en a work -procedure schedule ex- 
plaining the duties of his particular 
job. 

A work procedure schedule has 
been devised for every job in the 
engineering department. The em- 
ployee hired for any job is re- 
quired to understand thoroughly 
every item on his particular sched- 
ule. Routine daily tasks are de- 
scribed in detail as are those which 
must be done at specified intervals. 

The schedule -lists what must be 
done, the equipment involved and 
the location of the equipment. It 
shows each employee to whom he 
is directly responsible as well as 
those over whom he will have su- 
pervision. All reports to be made 
and the person to whom they will 
be made are listed. Safety meas- 
ures and the steps to be taken in 
event of an emergency are shown. 
The work procedure sheet leaves 
nothing undone, nothing to chance. 

To supplement the material con- 
tained in the work procedure 
schedule, a _ specially designed 
maintenance chart was assembled 
(see illustration). This chart is 
displayed prominently in the chief 


and helpers. The plant is designed to produce 250,000 pounds of high 
pressure steam over a 24-hour period. The generators supply 3,500 
kilowatts in 24 hours, while 50 tons of ice are made by the refrigera- 
tion system. The number of employees (35) handling the entire work 
load is below average but it proves the value of trained personnel. 
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CALIFORNIA HOSPITAL 
BUILDING MECHANICAL MAINTENANCE CHART 
KEY 
— -- ENGINEER, BME -- BUILDING MAINTENANCE ENGINEER, 0 -- OILER, BMO -- BUILDING MAINTENANCE OILER 


OCATION TIME | INSPECTED) LUBRICATED) CLEANED TION TIME LUBRICA 
FLOOR, | DEPT. KIND OF EQUIPMENT | cuecKeD| BY BY BY TLDING, [FLOOR | DEPT. | KIND OF EQUIPMENT = cHEcxen| BY 
PENT ELEVATORS DAILY |E 1-2-3 MAIN ALL EMERGENCY LANTERNS DAILY 

HOUSE OS. 1 AND 2 WEEKLY |ELEV. CO.|ELEV. CO. AT ALL NURSES STATIONS | WEEKLY 

FLOORS, TANKS, ROOFS, WEEKLY WEST SECONDARY CLOCKS . 

MOTORS, FANS, PUMP, DAILY |€ 1-2-3 |0-1-2-3 CLOCK BATTERIES 

AIR WASHER FLOORS, WEEKLY BICKWELL |PENT ELEVATOR DAILY 

KITCHEN FAN & MOTOR DAILY [€ 1-2-3 |0-1-2-3 SE WEEKLY | ELEV. CO.| ELEV. CO. 

WEEKLY ROOF ORAINS 4 E-1 

SERVICE ELEVATOR DAILY |E 1-2-3 3RD REFRIGERATION E-1 BMO 

WEEKLY JELEV. CO./ELEV. CO. STERILIZERS BME 

WATER STERILIZER ROOF 2ND VENT FAN ON FIRE 

FAN, WORK ROOM FAN WEEKLY |E 4 BHO ESCAPE LANDING 

MORGUE VENT FAN DAILY |€ 1-2-3 FIRE ESCAPE LIGHTS 

EAST WING ROOF WEEKLY BMO FIRE FIGHTING EQUIPMENT | © | BMO 

OPERATING ROOM GROUND * |e a Me FIRE FIGHTING EQUIPMENT | DAILY | E-2 

WIRES EMERGENCY LIGHTS . . SPRINKLER ALARM WEEKLY| E-1 

AUTOCLAVES STERILIZERS . BURGLAR ALARM DAlty | E-2 

AND ALL PUMPING FIXTURES | * LAUNORY VENT FANS WEEKLY] £=1 BME 
DARK ROOM REFRIGERATION | WEEKLY MANGLE ROOM SUMP 

TANK TEMP. CONTROLS DAILY PUMP 

REST ROOM FAN 50° ROOF | WEEKLY MANGLES & MOTORS 
LIGHT RROOF WINDOW FAN | MONTHLY BELT CONVEYOR 

OPERATING ROOM GROUND WEEKLY TUMBLERS 

WIRES, EMERGENCY LIGHTS . EXTRATORS ° 

AUTOCLAVES — STERILIZERS WASHING MACHINES . 

AND ALL PLUMBING FIXTURES PRESSING MACHINES WEEKLY 

MILK LAB REFRIGERATOR LINT COLLECTOR DAILY 

FAN AND STERILIZERS PUMP AND MOTOR 

UTILITY| FREEZA-BAG-MACH INE : ESCALATOR 

ROOM 













































































WEEKLY 








TREAT— | FREEZA—BAG MACHINE DRAINS WEEKLY 
MENT*R | STERILIZERS, PLUMBING FIRE FIGHTING EQUIPMENT nd 
z SEWING MACHINES . 
PLUMBING HEATING 











UTILITY] FREEZA-BAG MACHINE 
ROOM | STERILIZERS, PLUMBING STORES DRAINS WEEKLY 
VENT FAN AND MOTOR 
FREFIRERATION MACH® DAILY 
TREAT | FREEZA—BAG MACHINE BLOWER COIL FANS WEEKLY 
MENT'R | STERILIZERS, PLUMBING HYDRO ELEV. PUMP . 
UTILITY} STERILIZER, PULUMBING AND MOTOR 

ROOM SUMP PUMP 

TREAT— | FREEZA—BAG MACHINE PLUMBING & HEATING 
MENT'R | STERILIZERS, PLUMBING CHI LORENS DRAINS 

UTILITY] STERILIZERS, PLUMBING CLINIC VENT FAN AND MOTOR 
ROOM . MOTHER'S MILK REFRI- 
TREAT— | STERILIZERS, PLUMBING GERATOR & ALARM 
MENT*R | DEEP-FREEZE CABINET 
COFFEE [CEILING FAN NORTH DOOR LARSEN ELEVATOR WEEKLY|E-1 
SHOP | KITCHEW REFRIGERATOR HALL ELEV. CO. |ELEV. CO 
DIET | CAFETERIA ICE CREAM . DRAINS AND FIRE HOSE BMO 

CABINETS, REACH-1N-BOX . HOT WATER TANK AND E-1 BMO 
DRUG | SODA FOUNTAIN REFRIG— HEAT EXCHANGER 

ROOM | ORATION & CARBONATOR AIR CONDITIONING BME 
. WINDOW VENT FAN FAN AND TEMP. CONTROL 

: WATER STILL, PUMPBING SUMP EJECTORS 
DIET [DISH WASHER VENT FAN FIRE FIGHTING EQUIPMENT, 
DISH WASHING MACH'S DAILY ALARM GONGS 

DISH CONVEYOR BELT WEEKLY 
AND ROLLERS [MOORE ELEVATOR WEEKLY [E-1 
DISH SUBVEYOR 7TH ELEV. CO. JELEV. co 
TO DISH ROOM DRAINS BMO 
SILVER POLISHER, MEAT DAILY BOILER ROOM & 0-3 0-3 
GRINDERS & SLICERS WEEKLY WATER HEATERS E-1 
DOUGH MIXERS, MEAT SAW | DAILY FIRE FIGHT & EQUIPMENT BMO 
POTATO PEELER WEEKLY ALARM_GONGS 
STEAM COOKERS, . 

SOUP KETTELS, RANGE ADDITIONS 
BLOWER COIO FANS AND DAILY 
BRINE COILS IN ALL BOX'S | WEEKLY 
BRINE COIL, BLOWER . 
TEMPERATURE CONTR*L 
DAMPER CONTROLS IN 
OUMMY ELEV. SHAFT, BASE 


123.4% 7 6 DUMMY ELEV. | DAILY |E-1-2-3 0-2 
NO. 9 ON GROUND FLOOR INSPECTED BY -- means to look for faulty lubrication, defective bearings, loose belis, 
- pulleys and set screws, worn cables, defective wiring excess oi! or grease, com- 
SHEAVES, CABLES, DOORS, | WEEKLY |E-1 BME | BMO BHO bustable materials, cleanliness of machinery and areas. Reporting on proper forms, 

LOCKS, HATCHWAYS ® repairs needed. 
NO. 1 & 2 PASS. AND SER- B ELEV. CO./ELEV. CO. /ELEV. CO, Checking fire hosé and extinguishers. Fire escape, emergency and tunnel lights, 
VICE ELEVATOR PITS E-1 emergency lanterns at all nurses stations and replacing defective batteries and 
MOTOR GENERATOR ROOM 0-2 light bulbs. Checking and setting all secondary clocks. Testing and filling clock 
1-2-3 STORE ROOMS batteries. Testing sprinkler alarm also burgular alarm in laundry. Testing alarm 
HYORO-FREIGHT ELEV. DAILY 0-1 gongs at Moore Hall and Larson Hall. Also Mother's Milk Box alatm In engine room. 
MACHINE ROOM LUBRICATED BY -- means of replenish or change oi! or grease in bearings. The use of 
HYDRO-ELEVATOR WEEKLY the proper lubricant. Cleaning off excess lubricant on machinery. Looking for 
pat abn MaTrinay machanical and electrical defects replacing worn belts. Placing combustable 
OVERHEAD PIPE In materials in the proper containers. : 
PASSAGES, MEAT REFRIG. DAILY CLEANED BY == means blowing off with air, fans, motors, condensers, ducts, conduit, 

. e accumulated dust or lint or other foreign matter. Cleaning oi1, grease and dirt 
BASEMENT FANS off of machinery and areas inclosing machinery. Sweeping floors and emptying 
MED. BLOG. TUNNEL LIGHTS [WEEKLY waste cans. Cleaning out roof drains washing out surgery air washers and re- 
FIRE ESCAPE & EMERG. LIGHT|‘DAILY placing filters. yr 
FIRE EXTINGUISHERS & HOSE | WEEKLY 





































































































































































































HOSPITALS 








CRAVE DURACLAY 


At James O. Parramore Hospital... 


i Duraclay Flushing Rim Service Sink Veteran of many years’ hard usage, this 
t Duraclay Scrub-Up Sink shows not a crack 
or craze. 


Utility Sink of Crane Duraclay 


Some New... Some Old.. but All unharmed 
by Thermal Shock! 


No wonder hospitals that try Duraclay once insist on Duraclay always. 
They see how it stands up under extreme changes in temperature ... 
how it remains unstained by strong acids . . . unharmed by bumps 
and jars. 

Says Dr. Philip H. Becker, Medical Director and Superintendent 
of James O. Parramore Hospital, Crown Point, Indiana: “We have 
used Crane equipment for many years, and it has always given satis- 
factory results.” 

Entirely different from any other material used in hospital fixtures, 
Crane Duraclay is available in a complete line of hospital sinks 
and baths. 

Your Crane Branch, Crane Wholesaler, or Plumbing Contractor 
will be pleased to tell you all about them. Meantime, write for your 
free copy of the Crane Hospital Catalog. 


* 


Besides the full line of Duraclay items, Crane % 

supplies every plumbing ae for patients’ Duraclay exceeds the rigid tests imposed 
rooms, nurses quarters, etc., plus a vast array on earthenware (vitreous glazed) estab- 
of specialized hospital equipment. This Crane lished in Simplified Practice Recommen- 
Lavatory and Closet are also from James O. dations R-106-41 of the National Bureau 
Parramore Hospital. of Standards. 


CRANE 


CRANE CO., GENERAL OFFICES: 836 S. MICHIGAN AVE., CHICAGO 5 


PLUMBING AND HEATING ¢ VALVES © FITTINGS « PIPE 
NATION-WIDE SERVICE THROUGH BRANCHES, WHOLESALERS, PLUMBING AND HEATING CONTRACTORS 
MARCH 1949, VOL. 23 79 





engineer’s office. It shows the 
placement of every piece of en- 
gineering equipment in the hospi- 
tal. It shows also what kind of 
equipment it is, when it must be 
checked, who inspects it, who lu- 
bricates it, and who is responsible 
for cleaning it. 

The new employee is told that at 
the end of two weeks he may take 
an examination covering these du- 
ties. Passing grade for this phase 
is 50 per cent. Those who pass are 
given a pay raise equal to half the 
difference between their tempo- 
rary pay and the permanent scale 
for that job. Those failing to pass 
must wait two weeks before an- 
other examination can be taken. 

At the end of a full month on 
the job, those who successfully 
passed the first test are given a sec- 
ond one. This examination covers 
material with which they were not 
familiar in the first quiz and any 
new matter which seems important 
to the chief engineer. A grade of 90 
per cent is necessary to pass this 
test. Those employees having a 
passing mark are given permanent 
jobs at a permanent salary and are 
encouraged to study for advance- 
ment. Those who fail are given an- 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion. 











other examination at a later date. 

If a passing grade has not been 
made after a second try at the first 
or second part of the examination, 
the employee is sent back to the 
personnel director. He attempts to 
place the man in a job for which 
he is better fitted. It is felt that a 
man who does not have enough 
ability or interest in a job to learn 
it thoroughly does not belong in 
the engineering department. 

A vacancy may exist which can- 
not be filled by an employee al- 
ready in the department. In such 
an instance, the man hired from an 
outside source is placed on a tem- 
porary basis until he has passed 
the examination for that job. 

Advancements within the de- 
partment are handled in exactly 
the same manner. To gain a high- 
er position the employee must pass 
the test for that job and have the 
necessary practical experience. 


As sort of an adjunct service .o 
the department, an engineer’s §i- 
brary was established. In this _§i- 
brary may be found detailed infc r- 
mation on all the hospital’s equ:p- 
ment. The men are encouraged to 
utilize this service. Before any :e- 
pairs are made on the more co:n- 
plicated equipment, the man mik- 
ing the repairs is required to con- 
sult the library for material con- 
cerned with the matter in question. 

All new equipment must be ac- 
companied by detailed instructions 
for its proper maintenance. These 
instructions are then filed in the 
library. Since the establishment of 
this service, there has been a de- 
cided improvement in the amount 
of successful repairs and a corres- 
ponding decrease in the number of 
discarded items. 

The results of the incentive- 
training program have been grati- 
fying. The labor-turnover rate is 
low because only those men are 
hired who will take an interest in 
the work. These men stay on the 
job. Efficiency is high because com- 
petent men fill all positions. Re- 
sponsibility is fixed and ability is 
easy to recognize. It is a plan that 
works! 








ENPLOYEE'S NAME DATE 





ENGINEERING DEPARTMENT - - - CALIFURNIA HOSPITAL 
TEST CUESTICNS AND ANSWERS FUR ENCINEERS 


GRADED BY. 


PERCENTACE_____ EMPLOYEE'S NAME. 


ENGINEERING DEPAPTWENT - - - CALIFORNIA HOSPITAL 
TEST QUESTIGNS AND ANSWERS FUR BUILDING MAINTENANCE ENCINFER ~ UNLICENSED 


DATE. GRADED BY. PERCENTAGE 








What are the first two items ycu check when you first come on duty? Indicate 
the most important first and the steps taken in making these checks. 


Give location of the main city water shut-off valve for the 
main hospital building. 














on watch? 


Would you make these checks before or after relieving the engineer 


Give location of the city water shut-off valve in the engine 
room. 














look at first. 


How would you determine that the condensate trans attached to the engine . 
were working proverly? Name the visible indicator on the engine you sould notify? 


Before shutting off any service line valves, whom do you 














matter would you read? 


In erder te become thoroughly familiar with your duties, what posted 


Give location of main building sprinkler shut-off and drain 
valves. 














equipment would you become familiar with? 


In order to follow instructions on major disaster bulletins, what 


Where are the shut-off and drain valves located for the 
Bicknell Bldg., sprinkler system? 




















—_—— 








THIS EXAMINATION form is for licensed engineers. These men have 
the responsibility of caring for the boilers. The unlicensed men do the 
maintenance work. Sixty questions are given; 90 per cent is passing. 
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A TEST is given to unlicensed engineers after two weeks’ employment. 
Sixty questions covering the duties of the new engineer are included. 
After two more weeks, the test is repeated with new material added. 
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Monel* is the fighting metal of the modern 
laundry. 

This non-rusting Nickel Alloy has traded 
punches with all comers for more than 30 
years. And its knockout record in the laun- 
dry is unblemished! 

Alkaline soaps...synthetic detergents... fluo- 
ride sours...starches...dilute bleaches... 
Monel has taken on all challengers And 
licked every one! 

The proof? You’ll find it in countless wash- 
rooms where Monel machines are still turn- 
ing out quality work after 20, 25 and 30 
years on the job. They are being used (and 
sometimes not too gently!) for all kinds of 
washing, and with many types and brands of 
supplies, including the new detergents that 
have appeared on the market. 

Owners of Monel equipment will tell you that 
it is the most durable laundry metal. Why? 
First of all, it’s rustproof. It resists stain 
and corrosion. ‘And it’s stronger and tougher 
than structural steel. It Jasts—in the busiest 
plants where wheels seldom get a rest. 

Washer cylinders and ribs stay smooth, don’t 
develop pits or rough spots that snag and 
tear fabrics. 


Another big advantage of Monel is its econ- 
omy. It requires a minimum of maintenance 
and repair. It helps you increase washroom 
output. It saves labor, steam, power and 
water, soap and supplies. Results are three- 
fold: improved quality of work, less expense, 
increased profit. 

It pays to specify Monel for your equipment! 


THE INTERNATIONAL NICKEL COMPANY, INC. 


67 Wall Street, New York 5, N. Y. Ae tee ees SEG e ate a . ee 
“Reg. U.S. Pat. Off. be Pe ee a a 
oe ot a | EMBLEM ,~ OF SERVICE LJ 
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Engineering and Maintenance 


COMMENT — 





Shortcuts 


LELAND F. MAMER, chief engi- 
neer of Evanston Hospital and a 
member of the Repairs and Main- 
tenance Committee of the Council 
on Hospital Planning and Plant 
Operation, has asked that readers 
of this column help solve some 
problems. 

When the Institute for Hospital 
Engineers is held in Buck Hill 
Falls, Pa., April 11-15, Mr. Mamer 
will be one of the institute co- 
ordinators. In this capacity he has 
organized a discussion session that 
will be held Friday morning on the 
subject, “Shortcuts and Easier 
Methods.” He thinks that the work 
of organizing this session might be 
made much easier if the engineers 
who are going to attend the insti- 
tute would submit now some of 
the problems that they would like 
to have discussed during this ses- 
sion. 

Engineers are traditionally 
known to be of an inventive turn 
of mind. Frequently they put into 
operation in their own plants 
shortcuts or methods that have 
made their work substantially 
easier. Any readers who have any 
ideas which might be helpful in 
this connection, are requested to 
send them to Mr. Mamer in care 
of this department. 


Recessed Head Screws 


Riding in a new streetcar the 
other day, I noticed that most of 
the screws used were of a patented 
recessed head type. Instead of 
having the slot clear across the 
head these screws have a crossed 
slot which is fitted only by a spe- 
cially shaped screw driver. 

A manufacturer of auto parts 
who was with me said that this 
screw is gaining wide acceptance 
for various reasons. For one thing, 
it is virtually impossible for the 
screw driver to slip and mar the 
finished work. Additionally, the 





Further information about materials re- 
ferred to in these columns may be had by 
writing to: HOSPITALS, Editorial Depart- 
ment, 18 E. Division Street, Chicago 10. 
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screw is readily turned much 
tighter and is considerably neater. 

These observations brought up 
the question of why this type of 
screw is not used more frequently 
in hospital maintenance. 

It is being widely used in new 
work on psychiatric wards. Its ad- 
vantage there is that the screw is 
more difficult to remove without 
the aid of a special tool, a signifi- 
cant item since many psychiatric 
patients with infinite patience will 
loosen conventional screws, using 
only their fingers. 

This specially designed screw 
would seem to have substantial 
advantages for use in the hospital 
woodworking shop and furniture 
repair shop. It is also available in 
a self-threading sheet metal screw. 
The manufacturers say that two 
drivers of different sizes will fit 80 
per cent of all the screws com- 
monly used. These drivers are 
available as hand tools or to fit 
either electrical or pneumatic me- 
chanical screw drivers. 


Recirculated Air 


One particular problem in the 
realm of hospital air conditioning 
is the extremely high cost of heat- 
ing and cooling. This deterrent to 
the wider application of air condi- 
tioning systems to hospital oper- 
ating rooms is attributable to 
general insistence that no air be 
recirculated. 

Such regulations are not without 
some justification because airborne 
bacteria should be eliminated from 
the room and not allowed to settle 
on tissues exposed during surgery. 

Additionally, there is a debat- 
able idea that recirculation of air 
might result in the creation of 
a high concentration of anesthesia 
gas in an explosible mixture. The 
word debatable is used because it 
has never been proved that suffi- 
cient explosible gas is released 
from a rebreathing machine to 
create an explosive mixture except 
in the immediate vicinity of the 
point of leak, at the machine, the 








exhaust valve or the mask. These 
two factors, nevertheless, must he 
coped with if hospitals are to 
achieve a situation in which they 
will be permitted to hold down op- 
erating room air conditioning cosis 
by the recirculation of air. 

The danger of airborne bacteria 
is met readily through the use of 
ultraviolet radiation either in the 
room or in the air ducts, or through 
the use of triethylene glycol vapors 
which have a high degree of bac- 
tericidal effect. 

There is every reason to believe 
that the use of activated carbon as 
a filter will remove the hydrocar- 
bon gases from the recirculated 
air. The system in use for the re- 
covery of solvents is especially ap- 
plicable to ethyl ether and to a 
number of other hydrocarbons. 

At the request of the Council on 
Hospital Planning and Plant Op- 
eration, tests are now being made 


to determine the feasibility of this - 


operation. There is some possibility 
also that air sterilization can be 
accomplished in this same opera- 
tion with the activated charcoal. 
Sterile air is provided by this sys- 
tem for manufacturing processes, 
but the system may not be appli- 
cable to hospital installations be- 
cause of the cost. 


Lamp Disposal 
Caution in the disposal of worn 
out fluorescent lamps has_ been 
urged by the Medical Advisory 
Committee on Beryllium. 

The inner coating of the fluores- 
cent lamp is phosphor with a small 
amount of beryllium, as well as a 
small amount of mercury. While 
the number of lamps used in the 
average hospital probably presents 
little hazard, there is a hazard in- 
volved in operations which call for 
disposal of a large number of such 
lamps. 

Lamps should be broken to pre- 
vent them from falling into the 
hands of children. They should be 
thrown into a waste container. The 
person performing the task should 
not breathe the dust that may 
arise. 

Heavy gloves and protective 
goggles should be worn during the 
operation to prevent cuts. The 
broken glass, if embedded under 
the skin, may deposit phosphor 
and this may delay healing.—R. H. 
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A NEW ADVANCEMENT TO 
CUT HOSPITAL EXPENSES 


Instantly available for Surgery | 
Saves labor, time and equipment 


@ Scanlan Sutures, now available in 
the new Steriljar, offer aid to every 
hospital’s efforts to reduce expenses 
by improving efficiency. The Steriljar 
eliminates costly hours of handling and 
sterilizing in preparation for surgery. 
It serves as a germicidal container for 
the sutures right in the operating 
room —keeps them always sterile, al- 
ways visible, and always ready for use. 


STERILE TUBES 


are ready for immediate use 
without further sterilizing or 
handling. This reduces tube 
breakage, saves nurses’ time. 





OHIO CHEMICAL PRODUCTS 


Heidbrink Anesthesia Apparatus 
Ohio-Heidbrink Oxygen Therapy 
Apparatus @ Kreiselman Resuscita- 
tors @ Scanlan-Morris Sterilizers 
Ohio Scanlan Surgical Tables 
Operay Surgical Lights ¢ Scanlan 
Surgical Sutures e Steril-Brite Fur- 
niture @ Recessed Cabinets @ U.S. 
Distributor of Stille Instruments. 


OHIO MEDICAL GASES 


Oxygen e Nitrous Oxid e Cy- 
clopropane @¢ Carbon Dioxid 
Ethylene ¢ Helium and mix- 
tures @ Also Laboratory Gases 
and Ethyl Chloride. Please re- 
turn empty cylinders promptly. 
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In the meticulous processing of Scan- 
lan Sutures, all strands are sterilized 
in glass tubes, filled with sterile 
alcohol, and hermetically sealed under 
conditions which retain the sterility 
of the outside as well as the inside of 
the tubes. These sterile tubes are then 
sealed in a germicidal solution with 
a suture jar and cap which have been 
rendered sterile. 


STERILJAR 


complete with non-metallic cover, 
serves as a permanent suture jar for 
the operating room—saves buying 
and sterilizing ordinary storage jars. 


DEEP IMMERSION 


Sufficient alcohol above the Sterile 
Tubes assures complete germicidal 
coverage until almost all sutures 
are removed. No additional ger- 
micide to buy. 


Steriljar cap is sealed on—guaran- 
tees that both sutures and tubes 
are as sterile as when packed. 
Sterility warranted and proved. 


STERILITY 


SUTURES & TUBES 
PROVED STERILE 


WARRANTED 


: THE ORM, 
d MANUFACTURED BY SCANLAN £ 


VISIBILITY 


The clear glass of which 
Steriljar is made, keeps tubes 
always visible for inspection 
and quick counting. 


AVAILABILITY 


All Scanlan sutures, except 
ebstetric and goiter, may now be 
ordered in the new Steriljar. 
Immediate shipment from stock. 


Suture tubes are packed 2 dezen or 3 dozen to a jar, depending on size of tube. 


THE OHIO CHEMICAL & MFG. CO. 1400 East Washington Ave., Madison 10, Wisconsin 
Branch offices in principal cities e Represented in Canada by Ohio Chemical Canada Limited, 
Montreal and Toronto, and internationally by Airco Corporation (International), New York 18. 
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THE LITERATURE 








A Lecture Series that Tells 
THE HOSPITAL STORY 


THE HOSPITAL IN CONTEMPORARY LIFE. 
Edited by Nathaniel W. Faxon, M.D. 
288 pp. Cambridge, Mass.: Harvard 
University Press. 1949. $5. 


hoger INTEREST in hospitals 
and a desire for more informa- 
tion about them is evidenced by 
recent articles in journals, lecture 
series and books. Last year in Bos- 
ton, the Lowell Institute sponsored 
a series of eight lectures given by 
medical staff members of the Mas- 
sachusetts General Hospital: The 
lectures were prepared for publi- 
cation and appear as discussions of 
some of the facets of hospital care. 

In the first chapter, “The Devel- 
opment of the Hospital,’ Dr. Ed- 
ward D. Churchill, outlines the 
growth of hospitals in relation to 
constantly changing socio-economic 
conditions. The author presents a 
clear picture of the present situa- 
tion and on that basis outlines a 
future for hospitals. 

Dr. Churchill emphasizes the 
position of the hospital as a com- 
plex and dynamic instrument of 
society. “Society itself is the audi- 
ence and its approval or indiffer- 
ence to the blending of knowledge 
and idealism will determine the 
form of the hospital of the future. 
. . . The hospital of today has been 
made vulnerable by the tremendous 
increase in the demand for its serv- 
ices from all classes of society and 
the immediate costliness of these 
services. Society may be tempted 
to impatient action under the guise 
of an effort to correct these imbal- 
ances.” 

Other chapters delineate the re- 
sponsibility of the hospital for giv- 
ing complete care to the patient, 
treating him as an individual need- 
ing care beyond the physical de- 
mands of his disease. The role of 
the hospital in preventing disease 
is described from several ap- 
proaches. Education of medical and 
hospital personnel, one of the three 
major functions of the hospital, and 
medicine and its relation to science 


are discussed. 
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Unsolved problems in providing 
hospital and medical care and the 
need for facilities for research are 
described in terms of existing situ- 
ations at the Massachusetts General 
Hospital. 

All of the chapters are illustrated 
by examples and cases from the 
Massachusetts General Hospital. 
Many of them could be duplicated 
in other hospitals throughout the 
country. 

The concluding chapter of the 
book points up some of the salient 
findings of the Commission on Hos- 
pital Care. The facts and figures 
show the average person his re- 
sponsibility for providing adequate 
medical and hospital care for him- 
self and his family. 

Dr. Faxon, who edited the entire 
collection, is the director of the 
Massachusetts General Hospital. 
For many years he has been a 
leader in the field of hospital ad- 
ministration. He was president of 
the American Hospital Association 
in 1934.—H. V. P. 


Mental Patient Care 


THE SHAME OF THE STATES. Albert 
Deutsch. 188pp. New York: Har- 
court Brace. 1948. $3. 

Albert Deutsch first reported 
on his investigation of the care of 
the insane in 1937 when he pub- 
lished his book, ‘The Mentally Ill 
in America, a History of their Care 
and Treatment from _ Colonial 
Times.’’ Since that time he has 
extended his investigations and 
published documentary articles in 
the former New York newspaper 
PM. 

His new book is a description of 





Inquiries about books reviewed here 
should be addressed to the American 
Hospital Association Library — Asa 
S. Bacon Memorial, 18 E. Division St., 
Chicago 10. The Literature department 
is edited by Helen V. Pruitt, librarian. 















cases of inhumane treatment oc: 
patients in mental hospitals in th» 
metropolitan centers of the cour - 
try. With very few exceptions, tle 
hospital administrative personn:] 
granted permission for comple.e 
study of the conditions. They weve 
interested primarily in convincing 
the public of the need for vast 
improvements in their hospitals. 
The text is augmented with many 
photographs taken by professional 
photographers who accompanied 
the author on his tour through the 
hospitals. 

What can be done with adequate 
support from the people is shown 
in the story of the Brooklyn State 
Hospital. What can be done with 
money sufficient to buy the essen- 
tials for decent care is shown by 
the activities at Mason General 
Army Hospital operated during the 
war as a part of the New York 
Pilgrim State Hospital. This is con- 
trasted with the lack of facilities 
in the Pilgrim State Hospital itself. 

Mr. Deutsch concludes his report 
with a discussion of his own ideas 
and those of psychiatrists as to 
what remedial measures should be 
taken. The last chapter is a descrip- 
tion of the ideal state mental hos- 
pital. 

Dr. Karl Menninger in his intro- 
duction to the book says: 

“The people of America are 
neither ungenerous nor inhumane. 
As individuals they keep their 
promises. They haven’t known that 
things are as bad as they are. 
Knowing it, I believe they will not 
only want their legislators to ful- 
fill our assumed obligation to the 
helpless wards of the state, but 
they will insist upon it . . . No one 
will welcome the publication of the 
sad report more than the superin- 
tendents of these very hospitals 
which Mr. Deutsch describes— 


these and many others.”—H.V.P. 


Philanthropy Summary 


_ YEARBOOK OF PHILANTHROPY, 1947-48. 


Edited by John Price Jones. 93 pp. 
New York: The Inter-River Press. 
1948. $2.50. 

The current volume in the series, 
started in 1940, presents informa- 
tion and statistics of American phi- 
lanthropy since the war years as 
well as summaries since 1920. 

The material is presented in two 
main parts: (1) Who gives and (2) 
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the fields of giving. The role of 
philanthropy in corporations, em- 
ployees, foundations and trusts, and 
communities is outlined in tables 
and maps. The fields of giving are 
broken down into these divisions: 
Colleges and universities, private 
secondary schools, hospitals, relig- 
ious organizations, museums, and 
foreign relief. 

An effort is made to interpret the 
figures to show the present trends 
in giving and to speculate on the 
future. The part that government 
may play in the education, health 
and welfare fields will have a bear- 
ing on both the amounts to be given 
and to whom the money will go. 
The compilations show that corpo- 
rations are giving more and more 
for ‘philanthropic purposes. The 
number of individual contributors 
also is increasing. 

Hospital administrators and their 
boards of trustees will be especi- 
ally interested in the place of hos- 
pitals in philanthropy.—H. V. P. 


Mental Hospital Budgets 


A BupGeT SURVEY OF STATE MENTAL 
HosPITALs. 88 pp. Springfield IIl.: 
Budget Division, Illinois State De- 
partment of Finance. 1948. 

Under the supervision of T. R. 
Leth, budget director, the Illinois 
Budget Division questioned 47 
other states on their cost estimates 
and methods of planning budgets 
for mental hospital operations. The 
report on this pool of information 
is presented by the department as 
a guide for improving budget plan- 
ning and evaluating present plans. 

The study group found a wide 
spread in costs from one state to 
another and even a larger spread 
from hospital to hospital. The vari- 
ations are more than can be 
ascribed to differences in geog- 
raphy, wealth and other attributes 
of the state, the authors contend. 
“Actually, the real differences in 
cost from state to state depend on 
the extent of each state’s program 
for mental patients and the stand- 
ards employed in operating the 
program.” 

The authors analyze each of the 
various budgeting problems. They 
discuss methods for improving con- 
trol over each of these factors and 
conc'ude with a short discussion of 
8eneal principles for budgeting. 

Siite practices are summarized 
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in text and tables. Each table is 
followed by extensive notes de- 
scribing the variations in prac- 
tices from state to state. The au- 
thors conclude that as yet no state 
has developed a scheme for han- 
dling the problems in a way that 
is generally applicable. They then 
list the essentials of the most ef- 
fective plans: 

“1. Have available at all times a 
precise knowledge of current oper- 
ating costs. 

“2. Periodically revise estima- 
tions of future operating costs in 
the interest of effective budget ad- 
ministration so as to be better pre- 
pared for making the next budget. 

“3. Project cost estimations from 
a carefully selected base period 
that is representative of typical 
operating conditions and circum- 
stances. 

“4, Make independent allow- 
ance for changes in standards and 
scope of program. 

“5. Make a decision as to what 
allowance should be made for 
changes in the price level. (Such a 
decision is preferably based on the 
latest price information and should 
be made as the final step in closing 
the budget preparation. This ap- 
plies even when it is planned to 
take off the effect of price changes 
entirely on a contingency basis.)”’ 
—B.I. J. 


Cerebral Palsy 


YourR CHILD OR MINE; THE STORY OF 
THE CEREBRAL-PALSIED CHILD. Mary 
Louise Hart Burton and Sage Holter 
Jennings. 64 pp. New York: Cow- 
ard-McCann. 1949. $1.25. 


Expressly written to explain to 
the layman what cerebral palsy is, 
this book brings a message of un- 
dertanding and hope for all victims 
and their families. 

Stories of six children, all suffer- 
ing from different types of the 
disease, vividly depict the predica- 
ment of the cerebral-palsied child. 
Education of parents to treat their 
afflicted child as the victim of a 
physical illness rather than a men- 
tal one is emphasized. The import- 
ance of social adjustment in addi- 
tion to physical rehabilitation is 
stressed. 

The authors make a plea for the 
recognition and understanding of 
cerebral palsy as poliomyelitis is 
today recognized and understood 


for only then will progress be made 
in helping the disabled child 
achieve his fair share of health and 
happiness. 

The sympathetic approach and 
readable style of this book recom- 
mend it to the general public. An 
appended list of cerebral palsy as- 
sociations and clinics, a glossary 
and a bibliography add to its worth. 
—H. T. Y. 


New Standards 


The Library has added to its col- 
lection three sets of standards as 
drawn up by groups interested in 
each of the three fields. 

STANDARD REQUIREMENTS FOR A CAR- 
p1ac CLINIC. Prepared by the Com- 
mittee on Clinics of the New York 
Heart Association. 15 pp. 

The standards are designed to 
insure the operation of a cardiac 
clinic that will afford the greatest 
opportunities for efficient service 
to patients and which will provide 
for research and edueation in the 
field of heart diseases. Require- 
ments include standards for clinic 
organization from the standpoint 
of medical, nursing, social service 
and nonprofessional employees. 
Clinic management, facilities and 
equipment also are discussed. 


SUGGESTED STANDARDS FOR HOMES FOR 
THE AGED. Sixth Edition. 24 pp. Wel- 
fare Council of New York City. 
This is the first revision of these 

standards in nine years. It presents 
a basic check list for maintaining 
good living standards for older 
people. The most extensive revi- 
sions are in the sections on nutri- 
tion, medical and nursing care and 
recreation. Legal considerations in 
establishing a home are sum-° 
marized in the appendix. 

STANDARDS AND RECOMMENDATIONS 
FOR HOSPITAL CARE OF NEWBORN 
INFANTS, FULL-TERM AND PREMA- 
TURE. Prepared by the Committee 
on Fetus and Newborn of the Amer- 
ican Academy of Pediatrics. 

In 1943 the committee assisted 
the Children’s Bureau in its work 
of developing “Standards and Rec- 
ommendations for the Hospital 
Care of Newborn Infants—Full- 
term and Premature—Publication 
292.” The present committee ac- 
knowledges that this manual is 
largely an expansion and modern- 
ization of the earlier manual.— 
Hoar: 
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There are a number of automobiles on the 
market; of course they all operate, but some 
operate BETTER . . . some have BETTER con- 
struction . .. some give BETTER performance. 
We each have our preference. True, they all 
have four wheels, a motor and a place to sit, but 
each of us feels that ONE among them is the 
BETTER automobile. 


And so it is with iceless oxygen tents. All of 
them have a compressor unit, castors and a 
canopy ... but here too there are differences. 
And that is where O.E.M. specialization and 
many years of "know-how" in this field become 
important. 
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405 East 62nd Street New York 21, N. Y. 








For full information on the new O.E.M. MECHANAIRE and other oxygen 
therapy apparatus, we invite you to write for complete illustrated Brochure. 


OXYGEN EQUIPMENT MANUFACTURING CORP. 


For today it is ONLY in the 


= MECHANAIRE 


that you have all of these exclusive features 

. all aluminum construction inside and out 
. . « disposable filter for removal of dust and 
pollen . . . special cooling coil ending need 
of defrosting . .. new type air delivery to 
prevent gale circulation within tent. . . O.E.M. 
temperature control guarantees accuracy within 
1° to patient . . . and other equally important 
contributions. 








For over sixteen years O.E.M. has been manu- 
facturing oxygen therapy equipment in con- 
junction with hospital research institutions with 
clinical testing facilities. This type background 
and the determination to produce BETTER 
oxygen equipment means to you QUALITY 
PRODUCT MANUFACTURING. You have only 
to see and test the O.E.M. MECHANAIRE to 


appreciate this. 









Dept. H3 REgent 4-3454 
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MEDICAL REVIEW 





Armed Service Needs and the 
INTERNSHIP PROBLEM 


CCORDING TO A recent survey by 
the Association’s Council on 
Professional Practice, 6.5 per cent 
of hospital interns and 2.5 per cent 
of residents currently are subject 
to draft. These figures are taken 
from replies to questionnaires sent 
member hospitals approved for 
internship. The primary objective 
of the survey was to find out if 
these hospitals wish to continue 
during 1950 their participation in 
the 1949 plan for intern appoint- 
ment as amended by the council in 
January. 

Should the Selective Service Act 
of 1948 be amended as appears to 
be desired by the armed forces 16 
per cent of interns and 10 per cent 
of residents who received all or 
part of their medical education in 
ASTP or Navy V-12 programs 
would be available for military 
service. This is a minimal rather 
than a maximal estimate of physi- 
cians who immediately would be 
available. In completing the ques- 
tionnaire, several hospitals indi- 
cated this information was not 
available, or interpreted medical 
school attendance under military 
programs as active duty and, 
therefore, did not report such 
members of their house staff. 

The survey also shows that 22 
per cent of the hospital interns 
and 51 per cent of the resident 
physicians are commissioned offi- 
cers in the armed forces. Of these, 
5 per cent in each group now serve 
on active duty in federal hospitals. 
Many of the physicians are veter- 
ans and are commissioned in the 
Officers’ Reserve Corps and Na- 
tional Guard. 

Hospitals approved for intern- 
ship reported more residents than 
interns. By projecting question- 
naire data on the basis of all hos- 


Pitals approved for internship, and | 


making allowance for those hospi- 
tals approved for resident training 
only, the total number of resident 
Physicians in hospitals is estimated 
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to be 13,500. This figure is approx- 
imately three times larger than in 
prewar years. Many resident phy- 
sicians are veterans. receiving 
training under the G. I. Bill. Many 
others are physicians who were in 
private practice before the war 
and, on return from military serv- 
ice, elected to seek further spe- 
cialty training before re-entering 
practice. 

Perhaps the large number of 
physicians in resident training is 
one reason for the general physi- 
cian shortage. Some relief will be 
afforded when these physicians re- 
turn to private practice. It is esti- 
mated that the number of physi- 
cians desiring resident training 
will begin to decline in the coming 
year, largely because of the de- 
crease in veterans eligible for fur- 
ther training under the G. I. Bill. 


More Internships 


Further projection of question- 
naire data on the basis of 838 hos- 
pitals approved for intern training 
produces a current estimate of 
7,269 hospital interns, and 9,521 
available internships. Correspond- 
ing figures from the 1948 hospital 
survey of the American Medical 
Association list 5,543 medical 
graduates in 1947-48 and 9,214 
available internships. One expla- 
nation for the excess of hospital 
interns over the number of med- 
ical school graduates is repetition 
of internship by graduates of pre- 
vious years and granting appoint- 
ments to graduates of foreign med- 
ical schools. 

Twelve per cent of the present 
intern group hold two-year ap- 
pointments. This represents a re- 
turn to the trend of prewar years 
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when approximately 15 per cent 
of internships were for a two-year 
period. 

The preponderance of approved 
internships over the number of 
medical graduates — 2,252 in the 
council survey —is of great con- 
cern to hospitals. It is believed 
that this figure may go as high as 
4,000 in 1949-50. 

In another recent survey only 
20 per cent of the 144 hospitals 
returning questionnaires reported 
a full quota of interns. The rest 
were short from 1 to 17, including 
34 hospitals which were unable to 
appoint any interns. Thus, a num- 
ber of hospitals providing excel- 
lent educational opportunities for 
interns find that they cannot se- 
cure them, nor do graduates even 
apply for these positions. 

It seems that the shortage of 
interns is becoming more acute 
each year. A number of sugges- 
tions have been advanced for an 
improved distribution of interns. 
None except the present plan of 
the Association of American Med- 
ical Colleges appears to be in the 
best interest of the intern or the 
hospital. 

Although the Selective Service 
Act of 1948 does not automatically 
exempt interns and _ residents, 
neither does it enable the armed 
services to secure the needed num- 
ber of doctors, as in the last war. 
This was pointed out in the Wash- 
ington Service Bureau Bulletin 
No. 80, recently mailed to Associa- 
tion members. 

The director of selective service 
has advised local boards that com- 
missions in the medical corps of 
the Army and Navy are available 
to doctors of medicine who have 
the proper professional qualifica- 
tions. 

Physicians accepting commis- 
sions may be assigned to active 
duty or placed in the reserve for 
continuation of specialized train- 
ing in federal or civilian hospitals. 
Although acceptance of a reserve 
commission by a doctor of draft 
age does not relieve him of his 
liability under the Selective Serv- 
ice Act and is not, in itself, a basis 
upon which he might be deferred, 
it is regarded as evidence of his 
willingness to serve when the 
armed forces can best use him. It 
also is given weight by the local 
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board when he is considered for 
occupational deferment to com- 
plete his internship. 

Local selective service boards 
have wide discretion in determin- 
ing the indispensability of regis- 
trants. Hospitals may submit a 
written statement of the indispen- 
sability of a physician for consid- 
eration by a local board. At pres- 
ent, the majority of draft-age 
interns are being deferred for 
completion of their internship and 
the effect of selective service reg- 
ulations has not been serious. 


Blood Test for Cancer 


A new blood test for cancer 
detection that is considered to be 
successful at least 75 per cent of 
the time has been reported. The 
report was made by three scien- 
tists of the Yale University School 
of Medicine in the Proceedings of 
the Society for Experimental Biol- 
ogy and Medicine. 

The test shows whether the 
serum in human blood stops the 
ability of a body chemical (an 
enzyme like trypsin) to digest pro- 
tein. The relation of this anti-en- 
zyme activity of the blood to the 
presence of cancer is so reliable 
that_all patients who show con- 
sistently high anti-enzyme activ- 
ity by the test should have “ex- 
tremely careful observation.” The 
test may prove valuable in detect- 
ing cancer before it shows clinical 
signs, just as x-ray photographs 
can discover early tuberculosis. 

In patients with cancer, 75 per 
cent showed a positive reaction. 
Results were doubtful in 18 per 
cent of cancer patients, and nega- 
tive in only 7. The test was 90 
per cent successful in detecting 
cancer in patients who had recur- 
rences after treatment. 

In patients with tumors that 
were not malignant, there were no 
positive reactions, 25 per cent 
doubtful and 75 per cent negative. 

Among apparently healthy per- 
sons, only 2 per cent of the tests 
were positive, 17 per cent doubt- 
ful and 81 per cent negative. 

The 7 per cent of cancer patients 
in whom the test failed were all 
patients with either (1) tumors of 
borderline malignancy, (2) very 
small cancers, or (3) extensive last 
stages of cancer or rapidly spread- 
ing cancer. 
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Further study, the _ scientists 
hope, will lead to a more specific 
test for cancer. Meanwhile they 
believe that the test is better for 
finding patients needing more de- 
tailed examination than the usual 
screening procedures at cancer 
detection clinics. 


Simplified Regulations 

Physicians on hospital staffs and 
hospital pharmacists are remind- 
ed constantly of the complicated 
federal and state narcotic and bar- 
biturate regulations. 

Last year Sister M. Jeannette of 
Mary Immaculate Hospital, Jamai- 
ca, N. Y., worked out a simplified 
listing of these laws. Her bulletin, 
originally published in The Apothe- 
cary, Vol. I, No. 2, February-March 
1948, has been reprinted from time 
to time as a service to those con- 
cerned. Her listing presents all the 
complicated narcotic regulations as 
a simple check list. It is the sim- 
plicity that makes the list an effec- 
tive guide for all hospital person- 
nel. 

1. Narcotics are under state and 
federal control. 

2. Prescriptions must be written 
in ink or indelible pencil. The new 
ball pen is not acceptable for per- 
manent or legal records. 

3. (a) Narcotic prescriptions 
should be for a specified quantity 
or required number of doses. 

b. A quantity should never be 
in excess or extended over a longer 
period than necessary. 

c. Pharmacy dispensings usu- 
ally are 6, 12, 18, 20 or 24 tablets, 
capsules or ampules; 1, 2, 3, or 4 
ounces for liquids. 

d. The physician’s full name 
and federal registry number should 
appear on the order sheet when 
narcotics are prescribed. : 

4. Prescriptions for non-hospi- 
talized and home-going patients 
must be written on the regular 
prescription blank and include: 

a. Patient’s name, address, age. 

b. Full directions for use. 

c. Doctor’s signature and registry 
number. 

d. An intern under supervision 
of his attending physician may 
write prescriptions to include nar- 
cotics for hospitalized patients 


only. 
5. Narcotics prescribed for an 
unusual amount or for an extended 














period — the disease must be ir- 
dicated or the following design: - 
tions used: 

a. Article 117 — Exemption 1 
(meaning for an incurable disease ). 

b. Article 117 — Exemption 2 
(meaning for an infirm patient}. 

6. (a) At no time can or will 
prescriptions for narcotics be re- 


newed on an old prescription or on 


the mere word “renew.” 

b. A new prescription must al- 
ways be written in its entirety asa 
new order. 

c. No verbal or telephone re- 
quests are acceptable or filled at 
any time. 

7. A hospital classification for 
narcotics does not permit the phar- 
macist to fill narcotics for non-hos- 
pitalized patients or on their dis- 
charge. 

8. P. R. N. orders are to be avoid- 
ed as much as possible. 

a. When such are written, the 
same will be honored for a 24-hour 
period only. 

b. There is a tendency to con- 
tinue administration of a drug be- 
yond the required needs or for an 
indefinite period, if a physician 
fails to discontinue the order. 

c. Narcotic prescriptions should 
be written on the hospital order 
sheet in the following manner: 

1. Full line for Rx number. 

. Ingredients. 

. Number of required doses. 

. Directions. 

. Complete signature. 

. Federal registry number. 

. Space for pharmacy date 
stamp. 

Several states and some munici- 
palities have regulations which 
prohibit the prescription or dispen- 
sation of barbiturates without a 
written order. For hospital patients 
in these states orders must be re- 
corded on the patient’s order sheet 
as a permanent record. 

For non-hospitalized patients a 
regular prescription must be writ- 
ten and signed with the authorized 
signature. 

Prescriptions are not renewable 
unless so stated on the original pre- 
scription. Renewals may be for 4 
three-months’ period only, accord- 
ing to the dosage and quantity 
originally prescribed. After three 
months a new prescription is neces- 
sary. No verbal or telephone orders 
are accepted or filled. 
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PURCHASING 


When Small Hospitals Plan a 
PERPETUAL INVENTORY 





EN YEARS AGO few hospitals, 

large or small, had perpetual 
inventories that were worthy of 
the name. Inventories, it is true, 
were kept in some large hospitals 
but usually they did not serve 
as a control over supplies. 

The system used was not ad- 
equate to keep the purchaser well 
informed on past purchases, pres- 
ent inventories, usage per day, per 
month, per year, minimum or max- 
imum amount of stocks to be kept 
on inventory, or the past and pres- 
ent day prices. Specifications of 
items to be purchased were not 
definitely outlined, hence the one 
entrusted with the purchasing had 
to do much useless investigating. 

Such conditions prompted a hos- 
pital convention speaker at that 
time to say, ‘““‘The perpetual inven- 
tory takes more time than it is 
worth.” Since then, however, many 
have proved that if it is properly 
kept, the perpetual inventory is 
worth all the time it consumes. 
We have found that by following 
only 10 rules the transition can be 
made successfully. The rules are 
the same whether the hospital has 
few or many beds. 

To the administrator that desires 
success in setting up a perpetual 
inventory I recommend that he: 
(1) Visit a hospital where the sys- 
tem already is in good working 
order (or better yet, send the one 
who will be responsible for its in- 
Stallation) to study the system, 
and (2) make patience, persever- 
ance and prayer favorite virtues. 


Large Hospital Experiment 


In 1938 in one of our large hos- 
Pitals (325-bed capacity), we set 
out to experiment with the instal- 
lation of a perpetual inventory 
which was required under the new 
bookkeeping system we planned 
to adopt—the American Hospital 
Association’s accounting system. In 
seiting up the inventory we chose 
the ledger method under which 
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the hospital supplies were divided 
into four categories. Each division 
was set up in a separate ledger un- 
der the titles of administrative, 
dietary, housekeeping and medical 
supplies. 

During the first year many diffi- 


culties were encountered, the chief - 


of these being the centralization of 
supplies and the centralization of 
purchasing. 

At the close of the second year 
we summed up the advantages de- 
rived through such a system. 

1. Under this system the perpet- 
ual inventory accurately records 
all goods purchased, received and 
dispensed. 

2. It gives records of usage per 
day, per month, per year. 

3. It gives complete control over 
all goods dispensed. 

4. It serves as a check on em- 
ployees in their use of supplies. 

5. Loss of goods through deteri- 
oration and disappearance is pre- 
vented more easily. 

6. The purchasing agent can or- 
der more intelligently, for each 
ledger sheet gives a complete pic- 
ture of the respective item. 

7. Complete record of past prices 
and present prices are available. 

8. Costs are reduced. 

9. It prevents overstocking and 
shows total value of goods in stock. 

10. The system automatically 
grows with the expansion of the 
hospital. 

These advantages gave us cour- 
age to push on. At the close of 
the first year we were convinced 
that a perpetual inventory is a 
good thing, while after five years 
we were satisfied that it is worth 
all the time and care that it takes. 

In 1943 I was approached by 


‘representatives of a number of 


small hospitals who asked permis- 


sion to come to study our setup. 
These hospitals had no perpetual 
inventories but card systems that 
had been used and found to be in- 
adequate for the needs during war- 
time days. 

After spending hours with va- 
rious groups explaining our sys- 
tem and its mechanics this question 
was asked, “But do you think that 
this system can be used efficiently 
in a small hospital?” 

My answer was that the per- 
petual inventory in connection with 
the American Hospital Associa- 
tion’s accounting system is adapt- 
able to any hospital regardless of 
size. Small hospitals, by an early 
installation, will have less diffi- 
culty in setting up the system and 
it will reap even greater benefits 
than will a large hospital. The 
principal advantage is that with 
the expansion of the hospital one 
of the most important departments 
under administration already will 
be established. 


Orderly Transition 


The next question was, ‘““How do 
we begin?” The following rules 
were then drawn up as a guide for 
the securing of an orderly transi- 
tion from no inventory, or from an 
inadequate card system inventory, 
to the ledger system: 

1. The administrator should ap- 
point the one who is to have the 
authority to purchase. This author- 
ity should be vested in one person 
only. In a small hospital the pur- 
chasing agent could be the super- 
intendent, or better still, one of the 
employees in the business office. 

2. A stock room manager should 
then be appointed. In a small hos- 
pital where the superintendent is 
not filling the role of purchasing 
agent, the one appointed for that 
duty can fill both positions easily. 

3. A room for storing of supplies 
must be selected. If a sufficiently 
large room is not available several 
adjacent rooms should be selected. 

4. The stock room should be 
planned on paper. It will be neces- 
sary to decide how much space is 
to be given to shelves and how 
much to platforms for the bulky 
items such as cartons of dietary 
supplies and those of dressings. It 
may be difficult to determine the 
exact amount of space necessary 
but by careful planning there will 
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not be too many alterations once 
shelving of supplies is begun. 

Metal shelves, 18 inches wide, are 
suitable for shelving hospital sup- 
plies. It is well to have at least 
one section of shelving with a 
counter shelf for glass items. 

Platforms, 40 inches wide and 12 
feet long, will provide sufficient 
space to store approximately 225 
cases of canned goods in No. 10 
tins. This same type of platform 
can be used for the storing of 
dressings. All platforms should be 
12 to 15 inches from the floor to 
protect the merchandise from pos- 
sible floods from overhead ° pipes 
and also for cleanliness. 

In planning a_ stockroom, it 
should be remembered that it will 
be one of the show places of the 
hospital. The esthetic value must 
be kept in mind. 

5. Supplies must be collected in 
an orderly fashion. All this work 
has to be done in the midst of 
everyday business. By closing down 
during this transition period many 
difficulties would disappear but 
this cannot be. Plans must be made 
in advance, therefore, to meet the 
emergencies that will arise. 

It depends on how much time is 
available and on how much mer- 
chandise there is in the hospital 
to determine how much time it will 
take to set up the inventory. Suc- 
cess requires sufficient time. Dras- 
tic measures without any planning 
will be disastrous and the cause 
will be lost. ‘“Make haste slowly”’ 
must be the motto. 

That order may be assured dur- 
ing this transition period, only 
one ledger should be set up at a 
time. For example, if the house- 
keeping supplies seem to be the 
most scattered, these should be 
gathered together first and the 
housekeeping ledger should be 
started. Once the supplies are in 
the stockroom the purchasing and 
dispensing of these items by requi- 
sition is done only through the 
purchasing agent. When these sup- 
plies are neatly shelved in the 
places planned for them and the 
inventory on these items is com- 
plete, the department may collect 
supplies under another ledger. 

Because all employees are af- 
fected by this new method, they 
should be instructed even before 
the first collection of merchandise. 
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Appraisals 


@ Purchasing agent and 
storeroom manager — 50-bed 
hospital: “I would be lost 
without the perpetual inven- 
tory ... (The doctor) mar- 
velled that such perfect con- 
trol could be kept over so 
many items.” 


@ Accountant — 85-bed hos- 
pital: “The perpetual inven- 
tory is yet in the. experi- 
mental state . . . Thus far it 
has proved a most satisfactory 
method in its simplicity, or- 
der and progressiveness . . 
It furnishes a telegraphic pic- 
ture of requisitions . .. By 
means of the perpetual in- 
ventory, order is maintained 
throughout the various de- 
partments ... Simplicity and 
order tend toward progres- 
sion. A hospital that keeps 
perpetual inventory will nec- 
essarily progress.” 


@ Superintendent — 100-bed 
hospital: “We find that the 
perpetual inventory is in- 
valuable for all the reasons 
that you are more familiar 
with than I. The inventory 
value per bed is around $110. 
We have an auditor’s report 
made monthly. With the au- 
ditor’s report and our per- 
petual inventory, we feel that 
we have a very good control 
on cost and supplies.” 











This may be done by a talk at de- 
partment meetings explaining what 
is to be done and what are the 
reasons for so doing. Enthusiasm 
is necessary and co-laborers will 
catch the enthusiasm if all are 
convinced of the good to be ac- 
complished. 

6. A specific day should be set 
for the stockroom weekly requisi- 
tion to reach the superintendent. 

Monday has proved to. be the 
most suitable day. After the ap- 
proval of the superintendent, the 
purchasing agent examines the 
requisition to see if there are any 
items ordered that may not be in 
stock or if any overordering has 
been done. The requisitions are 


then turned over to the stock room: 


manager who in turn fills them. 





If this method is followed, al 
orders should be filled by Wednes- 
day of each week. Whether th: 

supplies are delivered to the re 

spective department or called fo 

the one into whose hands they ar: 

placed should sign for them. If a 
department advises later that it 
was shorted on the order, the 
signer should be held liable. 

7. The emergency order must be 
recognized. It is quite impossible 
for a busy supervisor to foresee all 
her needs within the department 
for even so short a time as one 
week. Rules should not be so rigid 
that the emergency order is for- 
bidden. To forbid the emergency 
order is to engender hoarding. 
When a department head knows 
she can have what she needs when 
she needs it, there will be no 
hoarding and less waste. 

8. Employees must be educated 
to the proper use of supplies. In a 
large hospital this will be the job 
of the housekeeper but in a small 
hospital, as a rule, the heads of 
the departments have to help 
shoulder the task of housekeeping. 
The one entrusted with the pur- 
chasing and the stockroom man- 
agement must ever bear in mind 
that he or she must be an educator 
also. It falls to his or her lot to 
educate employees in the use of 
such items as liquid soap, furniture 
polish, disinfectants, proper care of 
mops and other cleaning utensils. 
These items should be dispensed 
during a special hour, two or three 
times a week. A portion of this 
hour can be used, when necessary, 
to demonstrate how to use new ma- 
terials, or to instruct new em- 
ployees how to care for the ma- 
terials entrusted to their care. 

9. The small hospitals should 
reap similar advantages. There 
should be no major difference in 
the advantages that should be de- 
rived. There will be minor differ- 
ences due to lack of space or lack 
of funds to buy in quantities in 
keeping with inventory needs. 

10. Supplies received and dis- 
pensed must be carefully checked. 
This rule must be carefully ob- 
served if the perpetual inventory is 
to succeed. If the book value and 
the shelf value constantly disagree, 
there is a lack of attention on 
someone’s part and this should not 
be tolerated. 
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oe... SANFORIZED CORDENE 
lhe new and improved ) Ye, 


= ~ Rhoads Surgeons Gowns 


* 


You'll get an idea of how important that news is when we tell you 


that Sanforized bleached Cordene is the same weight as Jean Twill 
but 30% stronger in the weaker direction. (As everybody knows, a 


fabric is only as strong as it is in its weaker direction.) 


Grd Gnother Pealuve—these new operating gowns have 
french double seams throughout. That means extra durability 
because the seams are actually stronger than the fabric itself. 
Cheaper single seam stitching has less strength than the fabric 
and frequently breaks before the gown wears out. That means 
premature repairs and shorter gown life. 

The combination of stronger fabric and superior construction 
makes these Surgeons gowns an outstanding value. They are made 


in our own factory and sold direct. 


GUARANTEE — [f upon receipt Rhoads Surgeons gowns do 
not come up to your highest expectations, please feel free to 


return them at our expense. 


Orders may be placed now for any delivery up to six 
months with price guaranteed. 


Prices: With or without stockinette cuffs. Medium Phone your 
and large sizes * 1 doz. $32.60; 4 doz. $30.65 per doz. ; mag Pens 
sharges— 
12 doz. $28.95 per doz.; 24 doz. $27.95 per doz. + Net W Abus 
F.0.B., Philadelphia * Other Surgeons gowns in 2-8922 
various materials at $21.95 up. 
We also have a complete line 


of unbleached and colored gowns. 
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Current Price Trends 





W ] HOLESALE PRICES in late Jan- 
uary and early February 
seemed to confirm the “leveling- 
off’’ theory of economists. Business 
was slackening in many lines and 
some goods were piling up. The 
picture remained uncertain, the 
prices spotty. One price analyst 
said this was only the beginning of 
a steady decline. He added that 
the declining process would be 
noticeable but not dangerous in 
1949. 

Almost no one denied that the 
postwar price boom was nearing 
its end. Yet only in a few spots did 
business seem to be getting bad. 
Most wholesalers still were opti- 
mistic about the first half of this 
year, if not about the entire year. 

Price indexes for January showed 
modevate declines. The wholesale 
prices of industrial goods on Feb- 
ruary 1 were still close to their 
postwar peak. Metals and metal 
products continued to creep up- 
ward as “did building materials. 
But raw material prices dropped 
sharply. 

Food prices continued to drop 
noticeably and early last month 
were 20 per cent lower than the 
September high. Wholesale prices 
on beef reached the lowest point 
since May 1947. Meat prices are 
not expected to drop as rapidly 
this spring, however. 

In spite of sporadic ups and 
downs, there was no great change 
in average primary market prices 
during the week ending February 
1, according to the Bureau of Labor 
Statistics. The index remained at 
158.8 per cent of the 1926 average. 
This was 1.5 per cent less than the 
January 1 figure and 3.5 per cent 
below the comparable week in 
1948. The monthly comprehensive 
wholesale price index for January 
is now estimated to be slightly 
more than 1 per cent lower than 
December, or about 160 per cent 
of the 1926 average. Thus, sharp 
cuts in prices for farm products 
and foods seemed to have offset in- 
creases in the average prices of 
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metals and metal. products and 
hides and leather products. 

Some signs of a price decline 
nevertheless were significant. One 
leading manufacturer cut the price 
of type 140 sheets to 5 per cent 
below the $26.21 a dozen price 
which had been quoted recently by 
many producers. The textile mar- 
ket was extremely mixed in Janu- 
ary with higher prices for woolen 
blankets and lower prices for 128 
and 180-count sheets. 


The prices of two leading brands 
of vegetable shortening were cut 
2 cents a pound on the wholesale 
market and several bakeries in 
Oregon reduced bread prices 1 to 
3 cents a pound. Cottonseed oil, 
lard and tallow prices all con- 
tinued to move downward. Indus- 
trial alcohol prices continued to be 
unsettled. 

Cotton prices dropped early in 
February as futures in both New 
York and New Orleans experienced 
the sharpest break in months. 

To halt a few of February’s 
steadily falling prices, the Depart- 
ment of Agriculture announced a 
support price for butter of 59 cents 
a pound until September 1. After 
that date the price will go up to 
62 cents. 





COMMODITY ! 8 1949 


All commodities 

Farm products 

All foods , 

Textile products 

Fuel and lighting 
materials 

Metal and metal 
products 

Building materials 

All others* 


miscellaneous commodities. 


Source: Bureau of Labor Statistics. 


TABLE 1—-MODERATE DECLINE 


Weekly Index Numbers of Wholesale Prices—1926=100 


Jan.4 Jan.11 Jan.18 Jan.25 Feb.1 


*/ncludes chemicals and allied products, hides and leather products, housefurnishing goods and 


The new weekly index is designed as a weekly counterpart of the monthly wholesale price index 
and is not comparable with the old weekly index previously issued. Since the new weekly index 
is based on a sample of about one-eighth of the commodities in the comprehensive sample, 
however, the monthly index should be used for fuller coverage. 


% of Change 
2/3/48 1/4/49 
to to 
1949 1949 1949 1949 2/1/49 2/1/49 
159.3 158.8 158.8 
170.1 167.9 168.9, 
161.9 158.6 
144.2 143.5 


137.1 0 138.0 
178.3 








COMMODITY 


All commodities 
Farm products ... 
| ee 
Textile products 
Cotton goods 
Fuel and lighting 
Anthracite coal 
Bituminous coal 
Electricity ...... 
Gas 


Brick and tile . 

Cement 

Lumber 

Paint and paint materials 

Plumbing and heating materials 

Structural steel 

Other building materials 

Drugs and pharmaceutical 
materials 

Raw materials 

Semi-manufactured articles ey 

Manufactured products 

Purchasing power of dollar 


0 O~100.0.0 O00 00 00 
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*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—AN IMPROVED DOLLAR 


Monthly Index Numbers of Wholesale Prices—1926==100 
Dec. 
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Group Purchasing 


IF THE NUMBER of inquiries being 
received is any criterion, there is 
considerable growing interest in 
the advantages and possibilities of 
group purchasing for hospitals. It 
is unfortunate that experience re- 
ports of various groups are not 
compiled and _ centralized. That 
probably will come with time. 

There are now about 10 central 
agencies operating with varying 
degrees of success, each purchas- 
ing at least part of the require- 
ments for a considerable number 
of hospitals. In addition there have 
been several smaller groups of up 
to six or eight hospitals formed, 
with a view to grouping their pur- 
chases. 

Out of the experience of some 
of the larger groups that have 
been operating for some time have 
come conclusions which may be 
regarded as fundamental to suc- 
cess. 

No agency has found it practical 
to operate a warehouse with the 
inevitable increased cost of addi- 
tional staff, re-shipping, recording, 
and a multitude of additional costs 
that usually seemed to occur. This 
list might even include bad debts 
which were responsible for the 
closing down of one group which 
tried to operate a warehouse. 

A positive essential is the faith 
of participating hospitals in the 
ability and reliability of the pur- 
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chasing agent. They must not ex- 
pect that in every case a saving 
will be made. They must be satis- 
fied that there is economy in hav- 
ing articles of supply properly 
selected from the standpoint of 
suitability and utility. 


When viewing the _ successful 


schemes in operation, it becomes 
apparent immediately that econo- 
mies result because of two reasons: 
(1) Because individual institutions 
are being given an opportunity to 
take advantage of large quantity 
purchasing and economical ship- 
ping and (2) because their pur- 
chases are being made by someone 
familiar with markets and mar- 
keting practices, materials and 
manufacturing processes, business 
problems and practices, and just as 
important, the end use of the ma- 
terials whic’ ke purchases.—L.P.G. 
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Use Baby-San! 





Bah ry San: 


LEADING HOSPITALS USE IT BECAUSE... 


1. The Baby-San Bathing Technique is a great time-and 


trouble-saver in hospital nurseries. 


2. Baby-San keeps babies 


happy and free from the torture of skin irritation. For Baby-San 
cleanses thoroughly, gently lubricates the skin and prevents chaf- 
ing. 3. Nurses like Baby-San because it speeds up bathing 


routine and work is easier in a quiet, happy nursery. 


4. It is 


economical ... only a few drops are needed for each bath. Try 
Baby-San ... write today for sample. 


HUNTINGTON LABORATORIES, 
INDIANA’ ©. TO 


HUNTINGTON, 


INC. 
























PEOPLE LIKE THESE MAKE 
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HOSPITAL SUPERINTENDENT SAYS: 


“]’ve always relied on 
C.P.P. soaps. They meet 

our highest requirements 
for purity and mildness. 

And there’s a C.P.P. soap that 
fits every hospital need— 
pleases every patient. 


+ | “Palmolive, for instance, 

is popular with patients 
and nurses alike. Men 
enjoy its refreshing 
fragrance—women 


os like its soft 
By, ‘Beauty Lather’ 
% for lovelier 
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EXPERIENCED NURSE SAYS: % 


“Patients feel more ZA 
comfortable when they 
find their fayorite C.P.P. 
toilet soap awaiting them. 
It’s only natural that 
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PURCHASING AGENT SAYS: 


“I have to practice 
economy, without impairing 
hospital standards. And 
I’ve found the best way to 
do that is to purchase 
all our soaps from the 
same dependable source— 
Colgate-Palmolive-Peet. 
“Why, Colgate’s Floating Soap is y 
made especially for hospital use. fo 
Meets the most exacting 
requirements for purity, 
mildness, and lather. 


O27 It comes in a wide 
% 


range of sizes, too.” 
Call in your local C.P.P. 
representative and ask 
Ce WA him to quote prices on 
sizes and quantities you 
@ & € need, or write direct to 


—just as they do at home. 


se Pa N 
Take Cashmere Bouquet “Pent _g. 
A £ Oe >. 











Toilet Soap—a big favorite 
in private pavilions. 
Women like its delicate 





*, 
perfume, soft cleansing 


Y lather. Really, it’s 
such a luxury for so 
little more.” 










our Industrial Dept. 


Colgate-Palmolive-Peet Company 


Jersey City 2, N. J. . Atlanta 3, Ga. « Chicago 11, Ill. © Kansas City 3, Kans. ° Berkeley 2, Calif. 
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“Fersonal <News 





RoBIN C. BUERKI JR. has been ap- 
pointed an assistant director at St. 
Luke’s Hospital in New York City. 
Mr. Buerki went to St. Luke’s as 
an administrative intern in Sep- 
tember 1942, following his gradua- 
tion from the University of Chi- 
cago. 

Mr. Buerki is a nominee of the 
American College of Hospital Ad- 





MR. BUERKI 


MR. DAVIDSON 


ministrators and is a_ personal 
member of the American Hospital 
Association. 2 

CHARLES W. DavipSsoN also has 
been appointed an assistant direc- 


.tor of St. Luke’s Hospital. Mr. 


Davidson has been the comptrol- 
ler of the hospital for the past 
three years. He also was on the 
staff of the United Hospital Fund 
of New York. Prior to that he was 
comptroller of the Monmouth 
Memorial Hospital at Long Branch, 
Ne J. 





HAROLD A. SAYLES, acting super- 
intendent of the University (Md.) 
Hospital at Baltimore, has accept- 
ed the position of administrator of 
Harris Memorial Methodist Hospi- 
tal, Fort Worth, Texas. 

Before he became acting super- 
intendent of the University Hos- 
pital in 1946, Mr. Sayles was the 
assistant superintendent. Prior to 
this he was superintendent of the 
Pontiac (Mich.) General Hospital. 





SHELDON A. MILLER has been ap- 
Pointed medical administrator of 
the Economic Cooperation Admin- 
istration mission to Greece. The 
ECA mission to Greece Public 
Heath Division is engaged in a 
cons'ruction program to rehabili- 
tate war damaged hospitals and to 
dev: lop a well-balanced system of 
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hospitals, sanatoriums, laboratories 
and health centers. Another project 
will be the improvement of medi- 
cal and nursing education. 

Mr. Miller received a master’s 
degree in hospital administration 
from Northwestern University in 
June 1947. He is a personal mem- 
ber of the American Hospital As- 
sociation. 





GENEVA KATZ, R.N., has been ap- 
pointed assistant director of the 
Boston Floating Hospital which is 
a unit of the New England Medi- 
cal Center. Miss Katz was the as- 


- sistant administrator of the Wal- 


tham (Mass.) Hospital. 

In her new position she will as- 
sist the director, FRANK E. WING, in 
the coordination of all hospital ac- 
tivities. 





Morris W. FELSEN has been ap- 
pointed controller of Nassau Hos- 


- pital, Mineola, N. Y. Mr. Felsen 


was an accountant for Doubleday 
& Company at Garden City, N. Y. 

VALERIA M. SHELLY was appoint- 
ed director of public relations. She 
had been secretary to the execu- 
tive director since 1944. 





WILLIAM A. DEEMS, the former 
director of the social service divi- 
sion of the Baltimore City Hospi- 
tal, has been named administrator 
of the Claremont (N.H.) General 
Hospital. 

GLADYS LARRABEE, superintend- 
end since the hospital was built, 
will continue as superintendent of 
nurses. 





G. NELSON WATTS has resigned 
his position as assistant adminis- 
trator and controller of the Alex- 
andria (Va.) Hospital, to become 
an administrative assistant at the 
Wilmington (Del.) General Hos- 
pital. 





Dr. A. B. C. KNUDSON was ap- 
pointed chief of the Physical 
Medicine Rehabilitation Division, 
Department of Medicine and Sur- 
gery, central office of the Veterans 
Administration. 

Dr. Knudson is a fellow of the 
American College of Physicians 
and is a personal member of the 
American Hospital Association. 








































NANCY CROWLEY is the new per- 
sonnel director at Queen’s Hospital 
at Honolulu, Hawaii. Miss Crow- 
ley went to Queen’s Hospital after 
organizing and directing the per- 
sonnel department of the Boston 
Lying-in Hospital. 





SISTER MARY BRIGH, O.S.F., has 
been appointed administrative as- 
sistant of Saint Mary’s Hospital, 
Rochester, Minn. For the past three 
years she has been personnel di- 
rector. Prior to that she was an in- 
structor in the school of nursing. 





ERNEST L. BLISS has been ap- 
pointed a staff consultant by James 
A. Hamilton and Associates, hos- 
pital consultants, of Minneapolis. 
Mr. Bliss, former director of the 
Eye, Ear, Nose and Throat Hospi- 
tal of New Orleans, recently re- 
turned from Venezuela after com- 
pleting a survey of the medical and 
hospital ‘facilities of the Standard 
Oil Company of New Jersey. 

He is a personal member of the 
American Hospital Association. 





ARKELL B. Cook, formerly ad- 
ministrator of the Garfield Me- 
morial Hospital, Washington, D. C., 
is the new ad- 
ministrator of 
the Evanston 
(Ill.) Hospital. 
He succeeds DR. 
ROGER W. DE- 
BusK who re- 
signed recently. 

Before his ap- 
pointment at 
Garfield Memo- 
rial Hospital, 
Mr. Cook was 
superintendent of the Monmouth 
Memorial Hospital at Long Branch, 
N. J. Prior to that he was assistant 
director of the University Hospital, 
Ann Arbor, Mich. 

Mr. Cook is a personal member 
of the American Hospital Associa- 
tion and a member of the American 
College of Hospital Administrators. 








SISTER ANGELLA HOFSTETTER, ad- 
ministrator of the Sisters of Char- 
ity Hospital of Buffalo (N.Y.) has 
been transferred and now is the 
administrator of the Allegany Hos- 
pital at Cumberland, Md. Sister 
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Angella is a personal member of 
the American Hospital Association. 





' Dr. BENJAMIN W. MANDELSTAM 
has been appointed executive di- 
rector of the Nathan Littauer Hos- 
pital, Glovers- 
ville, N. Y. He 
succeeds MRS. 
JENNIE WALKER 
DENHAM who 
resigned. 

For the past 
two years, Dr. 
Mandelstam has 
been the assist- 
pnt 40 DR. 
CHARLES F. WI- 
LINSKY, director 
of the Beth Israel Hospital at Bos- 
ton. Previously he was an assist- 
ant director at the Jewish Hospital 
of Brooklyn. 





ARTHUR R. ZEITER has been ap- 
pointed administrator of the Doug- 
las County Jarman Memorial Hos- 
pital, Tuscola, Ill. Mr. Zeiter, a 
personal member of the American 
Hospital Association, was the su- 
perintendent of the’ Englewood 
Hospital at Chicago. 





ROLAND G. EATON is the new 
business manager of the Rochester 
(N.Y.) General Hospital. Mr. 
Eaton has been engaged in hotel 
operation for many years. He is 
an honorary life member and past 
president of the Virginia Hotel As- 
sociation. 





Dr. MarK A. FREEDMAN, former- 
ly the assistant director at the 
Bronx (N.Y.) Hospital, has accept- 
ed a position as associate director 
of the Montefiore Hospital, New 
York City. 

Dr. Freedman is a nominee of 
the American College of Hospital 
Administrators and is a personal 
member of the American Hospital 
Association. 





L. C. FRENCH is the new admin- 
istrator of the Mesa (Ariz.) Hos- 
pital. Mr. French was the adminis- 
trator of the Knickerbocker Hos- 
pital, New York City. 





Dr. MyrTLE B. CRUDIM has been 
appointed administrator of the 
Clinton (Mass.) Hospital. Dr. Cru- 
dim, who was administrator of the 
Baldwinville (Mass.) . Hospital, 
succeeds WALTER H. MENDE at 
Clinton Hospital. Dr. Crudim and 
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Mr. Mende are members of the 
American Hospital Association. 





GLENN HOWELL has succeeded 
G. P. Topp as administrator of the 
Hood River (Ore.) Community 
Hospital. 





RuTH B. FREEMAN, administra- 
tor of the American Red Cross 
Nursing Services, has received a 
three-month temporary appoint- 
ment to the National Security Re- 
sources Board. Miss Freeman will 
serve as chief of the nursing sec- 
tion of the board’s medical serv- 
ices division of which Dr. James 
A. Crabtree is director. 





SISTER M. FRANCIS XAVIER FORS- 
TER has been appointed adminis- 
trator of the St. Cloud (Minn.) 
Hospital. SISTER CHRISTOPHER, R.N., 
was the administrator. 





Dr. WILL H. AUFRANC has been 
appointed assistant chief of the 
Venereal Disease Division of the 
Public Health Service in Washing- 
ton. Dr. Aufranc, whose appoint- 
ment was effective December 1, 
1948, succeeded Dr. JOSEPH S. 
Spoto who has been assigned to 
the Office of International Health 
Relations. 





Four new managers of Veterans 
Administration hospitals were in- 
cluded among recent transfers and 
appointments of the Department 
of Medicine and Surgery personnel 
announced by the administration. 
The new managers are: 

Dr. JOHN B. FLOYD, manager of 
the Veterans Administration hos- 
pital at Outwood, Ky., formerly 
chief medical officer of the admin- 
istration at Lexington, Ky. 

Dr. CARLETON BATES, manager of 
the Brooklyn, N.Y. hospital, for- 
merly with the agency hospital at 
Castle Point, N.Y. 

NoEL M. JAFFREY, manager of 
the Castle Point hospital, formerly 
a staff member of the Brooklyn 
Veterans Administration Hospital. 

Dr. GEORGE S. LITTELL, manager 
of the administration hospital at 
Amarillo, Texas, formerly chief of 
professional services of the Veter- 
ans Administration hospital at 
Temple, Texas. 





ARTHUR G. BurRNS has been ap- 
pointed administrator of the Law- 
rence (Mass.) General Hospital. 
Mr. Burns was an assistant direc- 
tor at St. Luke’s Hospital, New 
York City. He is a nominee of the 





American College of Hospital Adc- 
ministrators and a personal mem- 
ber of the American Hospiial 
Association. 





HANNAH O. HOoTVEDT, for 12 years 
chief dietitian at the Corwin Hos- 
pital and Clinic in Pueblo, Coio., 
has been named head dietitian ‘or 
the General Rose Memorial Hos- 
pital, soon to open in Denver. 

In 1938, Miss Hotvedt left Cor- 
win after eight years of serv- 
ice to organize and operate the 
dietetics department at the G. N. 
Wilcox Memorial Hospital in Li- 
hue, Kauai, Hawaii. She returned 
to Corwin Hospital in 1944 and has 
remained there until she was ap- 
pointed to the staff at the Gener- 
al Rose Memorial Hospital. 


Dr. EDGAR E, SHIFFERSTINE, chief 
medical officer of the State Defense 
Council of Pennsylvania since 
1945, died recently. 

Before this last position, Dr. 
Shifferstine was a resident surgeon 
with the Public Health Service and 
superintendent of the Coaldale 
(Pa.) State Hospital. 

Dr. Shifferstine was a past presi- 
dent of both the Hospital Asso- 
ciation of Pennsylvania and the 
Hospital Association of Northwest- 
ern Pennsylvania. He was a mem- 
ber of the American College of 
Surgeons, a fellow of the Ameri- 
can College of Hospital Adminis- 
trators and a life member of the 
American Hospital Association. 





Dr. BERTRAM B. JAFFA, widely 
known Denver physician and for- 
mer manager of health and chari- 
ties, died suddenly January 22. 

Dr. Jaffa received his degree 
from Colorado University in 1922, 
interned at Denver General Hos- 
pital and was named chief resident 
physician at the hospital in 1923. 
Before his acceptance of the man- 
ager of health and charities post, 
he served as deputy manager for 
two years. He also served a term 
as assistant manager of health and 
charities. In 1935, he entered pri- 
vate. practice in obstetrics and 
gynecology. 

Dr. Jaffa was executive secre- 
tary of the Colorado Hospital As- 
sociation for 12 years and was a 
member. of the American College 
of Surgeons and the American 
Hospital Association. 
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-» WASHINGTON PERSPECTIVE - - 





Deadline Pressure 


When the early flood of bills had subsided in Feb- 
ruary, the committees of Congress at last were able 
to consider parts of President Truman’s domestic 
program. 

The Senate’s Labor and Public Welfare Committee 
held day and night hearings on the Taft-Hartley Act 
and struggled in vain to meet its February 10 dead- 
line. Such deadline pressure brought angered protests 
from senators who feared steam-roller tactics would 
mean hurried legislation. And legislation on such 
points as labor and national health (next on the 
Labor and Public Welfare Committee agenda) calls 
for careful thought and deliberation. 


Three Points 


Meanwhile, more bills were introduced to expand 
Public Law 725, the Hospital Survey and Construction 
Act. A proposal also is being discussed to give Blue 
Cross protection to the indigent at government ex- 
pense. These proposals and suggestions follow closely 
the three-point legislative program of the American 
Hospital Association (see February HOSPITALS, page 
37). A Hill-Burton amendment, at least, is beyond the 
stage of mere. suggestion. 

Many congressmen are aware that the Hill-Burton 
Act, as a federal subsidy plan, has made an unusually 
good showing. Several agree that it should have been 
a 10-year program to assure completion of the hos- 
pital facilities planned during the first five years. The 
act already has provided plans for more than 650 
hospital units. 

Senators Hill (D., Ala.), Taft (R., Ohio), Ellender 
(D., La.) and Smith (R., N. J.), and Congressman 
Grant (D., Ala.) decided the act was good legislation 
and worth improving. Last month similar bills (S. 614 
and H.R. 2176) were introduced (see Federal, Legis- 
lative). 

The bills stirred up a familiar discussion. Senator 
Hill would continue to put more funds, on a per capita 
basis, into the poorer states and in addition allow the 
government to pay from 33 and one-third to 75 per 
cent toward the cost of individual projects. This for- 
mula was disapproved by the House in 1946. The 
original measure was passed calling for a flat one- 
third-of-cost provision. 

Since S. 614 also asks that Hill-Burton appropria- 
tions be doubled, the big-city-minded House now may 
find the variable clause more acceptable. Or a com- 
promise may well result. The Board of Trustees of 
the American Hospital Association, in voicing its 
approval of S. 614, has recommended that the present 
one-third be increased to a flat 40 per cent of total 
cost. 

Congressman Grant’s H.R. 2175 would change the 
one-third to a flat 50 per cent basis everywhere. And 
one congressman who may yet draft a bill suggests 
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that each state be allowed to use a variable formula 
of its own for the communities and cities within its 
borders. 


Indigent Care and Insurance 

In the field of indigent care, several senators were 
showing interest in the proposals of Dr. Gilson Colby 
Engel, president of the Medical Society of the State 
of Pennsylvania (see Prepaid Care). To public- 
health-conscious Senator Hill, the 10-point proposal 
was “definitely interesting.” To members of the Amer- 
ican Hospital Association, one point represents what 
they had wanted for a long time: A federal aid pro- 
gram to give Blue Cross cards to the indigent at state 
and federal expense. 

The proposal is simple enough, but it will require 
time to be put into legislative form. More time will 
be needed to show congressmen and senators that here 
is a possible way for the government to cooperate with 
existing voluntary agencies in the field of national 
health. 

The American Medical Association also announced 
a health program—of 12 points—that might become 
a strong force in directing legislation. 

Wagner-Murray-Dingell supporters already have 
begun fighting any kind of compromise on national 
compulsory health insurance. The Committee for the 
Nation’s Health—leading national organization be- 
hind government medicine—moved into high gear 
late in January. Headquarters were changed from 
New York to Washington. Chat Patterson, formerly 
national chairman of the American Veterans Com- 
mittee, was hired to be its executive director and an 
experienced publicity man was put to work. A large- 
scale campaign for compulsion was in the offing. 

Compulsory plans also experienced serious set- 
backs. Supporters could not agree on what should be 
done to make the bill a more workable measure. 
Coincidentally, Senators Murray and Pepper, most 
forceful of the backers, were temporarily drawn away 
from the health insurance controversy as the Senate 
Labor and Public Welfare Committee was pressed 
with labor legislation. 

Dr. Paul R. Hawley, Blue Cross-Blue Shield execu- 
tive officer, took timely advantage of such lulls in 
the offensive. In a letter to Senator Henry Cabot 
Lodge Jr., which was printed in full in the Congres- 
sional Record for January 31, Dr. Hawley firmly re- 
stated his distaste for compulsion and added an old, 
but sobering footnote for the nation’s legislators. He 
said: 

“T am firmly convinced that compulsory health in- 
surance will inevitably lower the quality of medical 
practice in this country. This will be a thousand times 
worse for our people than a distribution of medical 
care which may not be all that we want it to be... 
Compulsory health insurance will force a lowering of 
quality that can never be raised.”’ 
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-- PLANNING, CONSTRUCTION .- - 





National Rising Costs and Bed Needs 


Public construction expenditures 
this year, including hospital esti- 
mates, will soar almost a billion 
dollars above the 1948 total, ac- 
cording to the U. S. Departments 
of Commerce and Labor. Private 
construction will be $120,000,000 
greater than last year. 

Figures for public works are 
one-half of the total for 1942, when 
the government was building many 





PROJECTS 


Number of Hill-Burton projects, total esti- 
mated construction costs, and federal share, 
by state as of December 31, 1948. 

Number of 
State Projects Total 


Construction Costs 
Federal Share 








Totals 643 $366,229,069 $106,722,545 
Ala. 13 16,993,245 3,912,412 
Ariz. 2 739,808 180,916 
Ark. 16 7,514,873 2,491,568 
Calif. 17 9,836,844 3,209,243 
Colo. 6 3,575,953 983,981 
Conn. 6 2,419,980 789,993 
Del. 1 607,061 152,353 
Dc. — — —_— 
Fla. 14 12,531,489 2,839,221 
Ga. 33 11,623,932 3,860,719 
Idaho 5 2,305,187 514,897 
Il. 15 14,775,154 4,758,995 
Ind. 18 11,661,839 3,840,476 
lowa 15 6,330,385 1,788,580 
Kan. 14 5,083,806 1,579,895 
Ky. 2! 12,395,780 4,102,390 
La. 12 7,238,256 2,320,555 
Maine 4 2,192,109 591,493 
d. 3 1,920,890 640,296 
Mass. 8 6,468,269 1,878,068 
Mich. 14 11,740,520 3,896,503 
Minn. It 5,194,188 1,721,251 
Miss. 59 19,178,675 3,889,288 
Mo. 7 8,585,825 2,841,058 
Mont. 6 1,298,107 420,712 
Neb. 12 4,242,712 890,375 
Nev. — — oe 
N.H. I 898,350 299,450 
N. J. 7 9,619,648 1,945,294 
N. M. 8 4,596,459 864,795 
N.Y. 31 17,983,838 5,260,871 
N.C. 2! 10,264,275 3,357,645 
N. D. 4 879,576 293,190 
Ohio 18 14,961,233 4,479,231 
Okla. 28 7,448,328 2,268,538 
Ore. 5 1,780,597 592,834 
- 20 20,561,176 6,382,315 
S.C. 45 6,132,189 1,968,835 
S. D. 7 1,679,468 549,765 
Tenn. 17 13,510,298 3,759,319 
Texas 51 29,726,712 8,497,063 
Utah 5 1,603,515 528,836 
Vt 4 2,231,173 422,804 
Va. 14 11,234,092 3,677,354 
Wash 9 2,357,382 563,896 
W.Va 2 3,198,570 1,066,190 
Wis. 8 7,198,615 2,321,144 
Wyo. 2 600,000 200,000 
Territories 
Alaska ! 599,076 199,692 
Hawaii | 2,480,000 385,043 
PLR. 2 8,229,612 2,743,203 
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huge war plants. They equal 1941 
figures, and are far above any pre- 
war expenditures. 

Hill-Burton amendments may 
bring increases, even to the liberal 
estimates of the federal depart- 
ments (see Federal, Legislative). 
Most of the states and Congress 
already are convinced of the need 
for hospital expansion in the United 
States, and prompt action has been 
promised in many local as well as 
federal quarters. 

In a recent survey conducted by 
the Division of Hospital Facilities, 
urgent hospital needs were empha- 
sized. State plans for hospital con- 
struction submitted under the Hill- 
Burton Act show that the United 
States and territories (except for 
Nevada, which had not yet sub- 
mitted a plan) have a total of 
1,024,840 hospital beds. Of these, 
879,527 are considered acceptabie 
by the state and territorial plan- 
ning agencies. 

On the basis of standards set 
forth in the federal construction 
act, therefore, the states and ter- 
ritories estimate that an additional 
897,146 beds are needed. 

Needed beds: According to the 
state plans as of January 1, 1949, 
the nation had a total of 397,168 
acceptable beds for general hospi- 
tal care; 255,443 additional beds 
were estimated to be necessary. 
There was a total of 381,627 ac- 
ceptable beds in mental hospitals 
and 310,523 required. Beds in in- 
stitutions for mental deficients and 
epileptics were not considered in 
the state plans since these institu- 
tions provide primarily a domi- 
ciliary type of care. For tubercu- 
losis hospital care, the nation had 
72,215 acceptable beds and needed 
82,886 more. Chronic hospitals had 
28,517 beds, and it was estimated 
that 248,294 additional beds were 
needed to provide for adequate 
care. 

The state and territorial agen- 
cies estimated their needs for gen- 
eral hospital beds on the basis of 
4.5 to 5.5 beds per 1,000 popula- 
tion, depending on the density of 
the population in each state. Needs 
for mental beds were estimated on 
the basis of five beds per 1,000 pop- 
ulation, for tuberculosis beds on 
the basis of 2.5 beds per annual 


death from tuberculosis and for 
chronic beds on the basis of two 
beds for 1,000 population. 

These survey figures showed the 
demand for more building and the 
necessity for government assist- 
ance. The need for health centers 
was shown to be proportionately 
almost as great. In the -United 
States and territories, there were 
468 existing health centers; 1,853 
were programmed along with 1,386 
auxiliary facilities. 

Seminar: To assist and guide in 
such careful planning, the Public 











BEDS—NEEDS 
Total Existing Additional 

Stateor Beds Acceptable Beds 
Territory Needed Beds Needed 
Total 1,776,187 879,527 897,146 
Alia. 34,832 11,134 23,698 
Ariz. 9,724 4,410 5,314 
Ark. 23,956 6,847 17,109 
Calif. 112,208 61,833 50,375 
Colo. 14,676 10,378 4,298 
Conn. 24,810 16,056 8,983 
Del. 3,780 "2,744 1,036 
D.C. 10,865 5,900 4,965 
Fla. 28,043 13,377 14,666 
Ga. 38,811 18,607 20,204 
Idaho 6,141 2,094 4,047 
Ill. 95,207 41,264 53,943 
Ind. 42,098 16,682 25,416 
lowa 30,273 10,474 19,799 
Kan. 21,833 10,353 11,480 
Ky. 34,007 14,361 19,646 
La. 32,334 12,639 19,695 
Maine 10,788 6,208 4,580 
Md. 26,457 17,249 9,208 
Mass. 60,271 43,712 16,559 
Mich. 74,556 26,216 48,340 
Minn. 35,592 18,418 17,195 
Miss. 25,340 8,336 17,004 
Mo. 48,795 28,113 20,682 
Mont. 6,878 4,351 2,527 
Neb. 15,944 10,496 5,448 
N.H. 6,275 4,300 1,975 
N. J. 53,729 36,456 17,273 
N. M. 7,693 2,552 5,141 
N.Y. 174,881 125,235 49,646 
N.C. 45,989 19,439 26,550 
N. D. 7,324 4,829 2,510 
Ohio 93,388 38,134 55,254 
Okla. 26,609 14,096 12,513 
Ore. 17,519 8,677 8,842 
Pa. 125,388 60,591 64,797 
R. I. 9,171 6,954 2,217 
oF 23,764 8,621 15,143 
5. 'D. 7,417 4,253 3,164 
Tenn. 38,130 14,912 23,218 
Texas 89,352 34,761 54,591 
Utah 7,267 3,220 4,047 
Vt. 4,486 3,027 1,651 
Va. 36,152 11,581 24,571 
Wash 24,309 16,509 7,829 
W. Va. 22,014 7,893 14,121 
Wis. 39,440 17,871 21,569 
Wyo. 3,545 1,688 1,857 
Alask 2,034 287 1,747 
Hawaii 6,686 1,912 4,774 
PRs 35,038 9,477 25,561 
Virgin 

Islands 368 — 368 
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Health Service has carried its pro- 
gram far beyond the issuing of 
statistics and words of warning. 
Last month it conducted a seminar 
in hospital planning and construc- 
tion at which 19 states and three 
Latin American nations were rep- 
resented. Sessions were conducted 
daily by architects, engineers and 
hospital consultants of the Division 
of Hospital Facilities. 

All construction angles were 
considered by participants of the 
seminar. Government laws and 
regulations pertaining to the na- 
tional hospital program were dis- 
cussed and the federal allotments, 
which provide one-third of the cost 
of new hospital construction to 
states and local communities, were 
explained along with planning and 
construction procedures. 


Open House 


The opening of a new 25-bed 
section at Waukesha (Wis.) Me- 
morial Hospital was celebrated re- 
cently by an open house. The new 
facilities include 16 beds for adults 
and a specially-equipped section of 
nine beds for children. Total ca- 
pacity of the hospital was increased 
to 110 beds. 

Franklin D. Carr is administra- 
tor of the hospital, which is an 
institutional member of the Ameri- 
can Hospital Association. 


Butler Campaign 
Extensive alterations for the 
Butler (Pa.) County Memorial 


Hospital will begin soon as a result 
of a recent fund-raising drive. The 
total, $1,506,000, was one of the 
largest amounts ever received from 
popular subscription in any area of 
the country with less than 50,000 
population. More than 750 work- 
ers participated in the drive. 

The funds will be used for con- 
struction of a five-story addition 
to the present hospital building and 
for improvement of existing facili- 
ties. 

Jane Boyd is the administrator of 
the hospital. 


New York Center 


At a cost of $32,744,000, more 
than twice the previous estimate 
of $15,575,000, New York Univer- 
sity will build the New York- 
Bellevue Medical Center this 
spring. Edwin A. Salmon, director 
of the center, said the revised es- 
timate was due to the expansion of 
the center’s program and to the 
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rise in building costs in the last 
three years. The final estimate, he 
explained, includes construction 
costs, special equipment and “‘ini- 
tial underwriting.” 

Plans for the university section 
of the medical center include fa- 
cilities for two medical schools, a 
600-bed university hospital de- 
signed primarily to serve patients 
in the middle-income brackets, and 
related clinics. The project also 
provides for a program of post- 
graduate medical education which 
has been underwritten by an $8,- 
000,000 grant from the Samuel H. 
Kress Foundation. 

In addition to other facilities, 
the new university section will in- 
clude space for the institute of re- 
habilitation, a residence hall and 
an alumni hall auditorium. The 
university section will cover 11 
acres and with the ground occupied 
by Bellevue Hospital and a pro- 
jected new Veterans Administra- 
tion hospital will mean a medical 
development covering more than 
40 acres. This will be the largest 
medical development in the world. 


Mount Sinai 


An expansion program costing 
about $7,000,000 will add a 10- 
story maternity pavilion and two 
research laboratories to Mount 
Sinai Hospital, New York City. 
Most of the money is being raised 
by the hospital fund, which will be 
augmented by the Federation of 
Jewish Philanthropies of New 
York. 


St. Vincent Expansion 

The recent fund-raising cam- 
paign of St. Vincent’s Hospital, 
Erie, Pa., resulted in the record- 












































A MODEL sight plan (above) of the New 
York University-Bellevue Medical Center is 
keyed by numbers. These are: (1) New uni- 
versity section, (2) present Bellevue Hospital, 
(3) present College of Medicine, (4) a Vet- 
erans Administration hospital site, (5) the 
start of Peter Cooper Village, which is to have 
a capacity for more than 40,000 persons, (6) 
East River Drive, (7) UN headquarters site, 
(8) First Avenue, (9) E. 23rd Street, (10) 
E. 34th Street. The architectural model of 
the new university section is shown in the 
photograph. On the right of the university 
building is the 20-story University Hospital. 





breaking total of $1,338,545. This 
was approximately $238,000 more 
than the goal. 

Expansion will inelude an addi- 
tion to the nurses’ home a new 
food service building and a new 
maintenance and storage building. 
In addition, part of the funds will 
be used to pay a balance due for 
the modernization of .the main 
building which was just completed. 

Sister Anna Marie is the admin- 
istrator of St. Vincent’s Hospital. 


Name Change 

The name of the Hillsboro 
(Ohio) Hospital has been changed 
to the Highlands Community Hos- 
pital. The announcement was made 
last month by Superintendent H. 
Cecil Dillahunt. 
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Some Alternatives to Compulsion 


Two medical organizations—the 
American Medical Association and 
the Medical Society of the State of 
Pennsylvania — have announced 
programs aimed at improving na- 
tional health. Both were designed 
to answer the federally-advocated 
10-year national health plan, 
which includes compulsory health 
insurance. 

American medical: Last month the 
American Medical Association 
made public its 12-point program 
for the advancement of public 
health and medicine. Listed by the 
association as necessary for im- 
provement of national health and 
health conditions are: 

1. Creation of a federal depart- 
ment of health, headed by a doctor 
of medicine with cabinet secretary 
status. All federal health activities 
would be handled through this de- 
partment except those of the armed 
forces. 

2. Promotion of medical re- 
search through a national science 
foundation and through grants to 
private institutions qualified to 
carry out research. 

3. Further development of and 
wider coverage by voluntary hos- 
pital and medical care plans, which 
should expand to rural areas rap- 
idly. The indigent and medically 
indigent would be cared for under 
these voluntary plans, with the bill 
paid through state aid. Adminis- 
tration and determination of need 
would be handled locally. 

4. Establishment of a medical 
care authority in each state to re- 
ceive and administer funds. The 
agency would include proper con- 
sumer and medical representation. 

5. Encourage of prompt devel- 
opment of diagnostic facilities, 
health centers and hospital serv- 
ices. These would be originated lo- 
cally according to need and would 
be administered and controlled as 
provided by the Hill-Burton Act 
or by proper private agencies. 

6. Establishment of local public 
health units and services. This 
would include incorporation of 
such services into local units as 
communicable disease control, vi- 
tal statistics, environmental sani- 
tation, venereal disease control, 
maternal and child hygiene and 
public health laboratory services. 
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7. Development of a mental hy- 
giene program, including aid to 
clinics in suitable areas. 

8. Development of health edu- 
cation programs to inform the peo- 
ple of facilities available to them 
and their own responsibilities. The 
programs would be administered 
through state and local health and 
medical agencies. 

9. Provision of facilities for care 
and rehabilitation of the aged, the 
chronics and other groups not cov- 
ered by existing proposals. 





HOSPITAL ADMISSIONS 
NET IN-PATIENT 1948-ANNUAL BASIS 
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REPORTED TO THE BLUE CROSS COMMISSION 


DAYS 





ADMISSION-STAY 


The average inpatient rate for Blue 
Cross plan patients was 109 per thou- 
sand in December, the lowest figure 
reported for 1948. This represented a 
9 per cent drop from the November 
average rate of 120 per thousand plan 
participants. The decrease was re- 
ported in some degree by plans in all 
size groups, with plans of 50,000 and 
100,000 members averaging four ad- 
missions per thousand, and plans of 
50,000 or less averaging 15 per thou- 
sand. 

The average length of stay for No- 
vember was 7.46 days, identical to the 
length of stay for October. This was 
.37 days less than the average for 
November 1947, when the length of 
stay for a plan patient was 7.77 days. 





10. Integration of veterans’ med- 
ical care and hospital facilities with 
other programs. (The American 
Hospital Association repeatedly 
has recommended integration of 
veterans’ facilities. ) 

11. Greater emphasis on the 
program of industrial medicine. 

12. Financial support, without 
political interference, of medical, 
dental, nursing and other profes- 
sional schools necessary for train- 
ing specialized personnel needed in 
the provision of adequate health 
care. 

Pennsylvania medical: The 10-point 
program developed by the Medical 
Society of the State of Pennsyl- 
vania early this year was circulated 
widely by Dr. Gilson C. Engel, so- 
ciety president. The program, which 
asks federal aid to improve medi- 
cal care, includes: 

1. Creation of a federal secre- 
tary of health with cabinet status, 
the secretary to be a doctor of 
medicine. All federal health agen- 
cies would be included in this de- 
partment. 

2. Removal of partisan politics 
from all health appointments. 

3. Consolidation of all military 
medical corps under one head, who 
would be a deputy under the health 
secretary. 

4. Promotion of health educa- 
tion programs in conjunction with 
state and local county medical 
societies. 

5. Support of medical research 
through state and local grants to 
qualified institutions. 

6. Financial aid in the education 
of doctors. Students so assisted 
would promise to serve five yeal’s 
in a rural community’ where 
needed. 

7. Financing of the education of 
student nurses enrolled in accredit- 
ed training schools. 

8. Aid to the medically indigent 
through Blue Cross and Blue Shield 
voluntary insurance plans. The 
plans would pay for care of indi- 
gents and would be reimbursed by 
the government. 

9. Construction of small diag- 
nostic units and small hospitals 1 
rural areas. 

10. Establishment of mental hy- 
giene clinics throughout the nation 
and an improved mental health 
program. 

In an open letter distributed 
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with copies of the program, Dr. 
Engel reported a conference with 
Senator Lister Hill. According to 
Dr. Engel, the senator is “interest- 
ed” in preparing the Pennsylvania 
program for legislative considera- 
tion. 

Meanwhile Senator Robert A. 
Taft is preparing a 1949 version of 
his health services bill which will 
include a provision for federal aid 
to states in financing voluntary 
health insurance programs. 


New Action Program 

The outline of a five-point na- 
tional action program was ap- 
proved in principle by members of 
the Blue Cross Commission at a 
January 31-February 1 meeting. 
Prepared as a blueprint for future 
action, the proposed program in- 
cludes a plan for development of 
each of the main points. These 
plans will be expanded and sub- 
mitted to the commissioners for re- 
approval during the annual Blue 
Cross conference this spring. 

Enrollment: Through expansion 
of enrollment, it is hoped to 
“broaden Blue Cross availability of 
coverage so that all self-supporting 
citizens can have such protection, 
with government funds ‘buying’ it 
for public charges.” 

Development of approved meth- 
ods of non-group enrollment, the 
problem of rural enrollment and 
retention of present subscribers 
are part of this expansion. Uniform 
coverage for employees of national 
companies already is past the plan- 
ning stage. Study and research into 
coverage of the indigent also was 
recommended. 

Efficiency: The purpose of this 
section of the proposed program is 
to assist Blue Cross plans in im- 
proving their services to the public 
and in achieving more efficient in- 
ternal and external operations. 

Broader benefits, closer adher- 
ance to approval standards or de- 
velopment of new standards, con- 
sultation service by the commis- 
sion to local plans, regular inspec- 
tions of plans and greater partici- 
pation in the new Inter-Plan Serv- 
ce Benefit Bank were listed as 
some ways in which greater effi- 
clency may be achieved. 

Among suggested projects were 
the provision of higher benefits 
with accompanying higher rates, 
development of more than one type 
of membership certificate, speed-up 
of such services as enrollment, 
transfer, claims and conversion, 
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and provision of more help to local 
plans by commission headquarters. 

Research: To find out more about 
the plans, it was suggested that a 
research program be initiated. Un- 
der this program, facts concerning 
plans which would be of national 
interest would be gathered and 
given wide distribution. 

The program, according to the 
plan in the outline, would start out 
by separating actuarial and re- 
search functions now handled by 
the commission’s statistical re- 
search division. If data cannot be 
made available from other sources, 
the use of a medical economist or 
an organization which could sup- 
ply such information was recom- 
mended as desirable. 

The research program would in- 
clude collection and collation of 
data contained in questionnaires to 
plans on matters other than those 
dealing with experience, enroll- 
ment and utilization. 

Public relations: The main pur- 
pose of an expanded public rela- 
tions program, as stated in the re- 
port, would be “to foster favorable 
opinion in those sections of the 
public having significant influence 
on congressional action; to help 
the accelerated enrollment pro- 
gram with promotional, advertis- 
ing and publicity materials; to con- 
duct an extensive national public- 
ity campaign telling of Blue Cross 
achievements and the Blue Cross 
proposal for a practical health pro- 
gram for the nation.” 

The program, which is intended 
to establish public support of vol- 
untary prepayment as opposed to 
compulsory insurance, would be 
aimed first at four groups: Labor, 
farmers, management and women. 
In addition, activities and materials 
would be developed for use by ed- 
ucators, students, veterans, civic 
clubs and the clergy, with individ- 
ual programs tailored for the spe- 
cific interests of each special group. 

It also was recommended that 
the general public be reached. 
Among suggested methods were: 
(1) An accelerated publicity drive 
in national magazines, newspapers 
and radio; (2) preparation of ma- 
terials for an institutional adver- 
tising campaign by local plans, 
using such media as newspaper 
mats, direct mail pieces, house or- 
gan features, car cards, posters and 
merchandising displays; (3) use of 
a series of spot radio announce- 
ments and quarter-hour’ radio 
dramatizations; (4) expansion of 


Blue Print, a commission maga- 
zine, in both its editorial content 
and its distribution; (5) participa- 
tion through exhibits in meetings 
of all groups in which Blue Cross 
support is desirable; (6) use of 
promotional material to avoid can- 
cellations of contracts; (7) devel- 
opment of material to help individ- 
ual and rural enrollment. 

Legislation: This section of the 
program is aimed at preparation of 
a workable alternative to proposals 
for federal compulsory health in- 
surance and in getting legislation 
authorizing payroll deductions for 
federal employees who wish to join 
voluntary insurance plans. 

It was reported at the meeting 
that progress has been made in the 
salary deduction project. Con- 
gressman Stephen M. Young (D., 
Ohio) is expected to sponsor such 
a bill in the House. It also is under- 
stood that a similar provision will 
be included in Senator Taft’s 1949 
health bill. 

The Blue Cross Commission ex- 
pects to work out a specific bill for 
introduction into Congress to pro- 
vide for.use of existing voluntary 
health service organizations in 
making prepayment available to 
the indigent through funds distrib- 
uted through the states. 


Association Officers 


Bylaws, which will enable the 
Blue Cross Association to function, 
were adopted at an organizational 
meeting of the new association on 
January 31. The association is a 


nonprofit membership organiza- 
tion that will raise funds with 
which to organize the Blue Cross 
Health Service, Inc. 

Officers are: President, J. Doug- 
las Colman, executive director of 
Maryland Hospital Service, Balti- 
more; vice president, Louis H. 
Pink, president of Associated Hos- 
pital Service of New York; treas- 
urer, Abraham Oseroff, vice presi- 
dent and secretary of Hospital 
Service Association of Pittsburgh, 
and secretary, Richard M. Jones, 
director of the Blue Cross Com- 
mission, Chicago. 

An executive committee, also 
elected at the January meeting, in- 
cludes these four officers and Dr. 
E. Dwight Barnett, director of 
Harper Hospital, Detroit, and 
chairman of the American Hospi- 
tal Association Council on Pre- 
payment Plans and Hospital Re- 
imbursement. 
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-- ASSOCIATION BUSINESS: - 





States’ Problems on Mid-Year Program 


Approximately 130 persons rep- 
resenting local, state and regional 
hospital associations of the United 
States and Canada attended the 
Association’s annual Mid-Year 
Conference of Presidents and Sec- 
retaries at Chicago last month. A 
good deal of the discussion during 
the February 4-5 meeting centered 
on state associations’ responsibility 
in maintaining the present volun- 
tary system of hospital and health 
services. 

Speakers at the two general ses- 
sions of the conference stressed the 
need for increasing cooperation 
between the state associations and 
federal and local governments. 
Other topics included aid for the 
indigent, improvement in hospital 
facilities, Hill-Burton activities and 
hospital and nurse licensure. 

Among persons who spoke dur- 
ing the general sessions were: As- 
sociation President-Elect John N. 
Hatfield; President Joseph G. Nor- 
by; Guy J. Clark, executive secre- 
tary of the Cleveland Hospital 
Council; Dr. Martha O’Malley, di- 
rector of hospital institutional serv- 
ices for the Indiana State Board of 
Health; Marvin Altman, president 
of the Arkansas Hospital Associa- 
tion; Dr. Herbert M. Wortman, 
president of the New Jersey associ- 
ation; Dr. Anthony J. J. Rourke, 
superintendent of Stanford Uni- 
versity Hospital; Fred A. Mc- 
Namara, chairman of the Coun- 


cil on Association Relations, and 
George Bugbee, Association ex- 
ecutive director. 

Resolution: At the closing con- 
ference session Saturday noon, a 
resolution was approved commend- 
ing President Truman for his re- 
cognition of the principles of co- 
ordination and integration endorsed 
and recommended by the Voorhees 
subcommittee of the Hoover com- 
mission. The resolution expressed 
confidence that further study would 
result in more “improvements in 
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A MOMENT of relaxation before the Mid- 
Year banquet was enjoyed by M. R. Kneifl 
(left), executive secretary of the Catholic 
Hospital Association, and the Rev. John J. 
Flanagan, S.J., association executive director. 





A MAJORITY OF Illinoians made up one Mid-Year banquet table. In the group were: (left) 


Nell Robinson of Ohio; Mabel McAhren, Leo M. Lyons, Leslie D. Reid, Charles T. Lindquist, 
and Victor S. Lindberg, all of Illinois; Albert G. Hahn of Indiana. Facing away from the 
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camera are Mrs. Hahn, Mrs. Irene F. McCabe of Missouri, Mrs. Florence S. Hyde of Illinois. 


the quality of hospital care avail- 
able to citizens of this nation.”’ 

Groups: On Friday afternoon 
four discussion sections were con- 
ducted simultaneously, with per- 
sons at the meeting attending the 
session of their choice. At the close 
of the individual sessions, the gen- 
eral meeting was reconvened and 
the four section chairmen sum- 
marized conclusions reached during 
the sessions. 

HOSPITAL LICENSING—One of the 
groups, with John W. Gill, presi- 
dent of the Mississippi Hospital 
Association as leader, discussed 
hospital licensing laws and regula- 
tions. The group agreed that licens- 
ing is desirable, provided hospitals 
have a word in drawing up the 
regulations. 

Other conclusions were that: 
Hospital advisory councils should 
be appointed by the governor and 
state health director; councils 
should function primarily to ad- 
vise; state hospital associations 
should recommend standards for 
keeping regulations up to date; all 
institutions giving overnight care 
to patients other than an immedi- 
ate relative should be licensed; 
licensing activities should be fi- 
nanced through taxation. 

OTHER LEGISLATION — Another 
group discussed state legislation 
other than hospital licensure. With 
W. P. Earngey Jr., president of the 
Virginia association as chairman, 
the group explored two _ topics: 
Licensing of auxiliary nursing per- 
sonnel and state payments to vol- 
untary hospitals for indigent care. 

Participants concluded that prac- 
tical nurse licensure is a forward 
step provided hospitals, where ade- 
quate supervision of auxiliary 
workers is possible, are exempt. 
In the discussion of payments for 
indigents, it was agreed generally 
that state associations should work 
toward getting actual costs. The 
reimbursable cost formula _ was 
cited as the best method for ac- 
complishing this end. 

ACTIVITIES — Ronald D. Yaw, 
president of the Michigan associa- 
tion, conducted the session on 
association activities. The group 
concluded that each state associa- 
tion should schedule meetings, 
consider employment of a fulltime 
executive secretary, and give trus- 
tees a place in councils and com- 
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Yes, the citizens of Elyria, Ohio, really 
celebrated. They held a big parade, com- 
plete with fire engines, bands and con- 
fetti .. . noise galore . . . sirens blowing, 
church bells ringing, and plant whistles 
screaming . . . all for the magnificent 
victory of the Elyria Memorial Hospital’s 
building fund campaign. 

Everyone was happy. 11,757 contribu- 
tors had assured the hospital of a new 


wing and complete modernization. What 
most people had’ thought “impossible” 
two months previously had been accom- 
plished. Now civic leaders of this com- 
munity of about 30,000 hailed the cam- 
paign as “the greatest thing that ever 
happened here.” 

Skilled professional direction, coupled 
with the enthusiasm and loyalty of vol- 
unteer workers, can often do “the im- 
possible” as they did in Elyria. 

Ketchum, Inc.’s 30 years experience 
in professional direction of fund-raising 
campaigns can easily make the difference 
between success and failure in your hospi- 
tal campaign. Your inquiries are invited. 


KETCHUM INCORPORATED 


INSTITUTIONAL FINANCE 


CAMPAIGN DIRECTION 


gs, CHAMBER OF COMMERCE BUILDING, PITTSBURGH 19, PA. 

me 500 FIFTH AVENUE, NEW yYorK 18, N. yY. ; 

us- Cariton G. KetcuHumM Norman MacLeop McCiean Work 

me President Executive Vice President Vice President 
Member American Association of Fund Raising Counsel 
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AT THE SPEAKER'S table for the annual Mid-Year banquet were: (left) John N. Hatfield, Association president-elect; Msgr. George Lewis 
Smith, Catholic Association president; Dr. Melchior Palyi, research economist; Joseph G. Norby; Dr. Fred W. Routley, Canada; Ches- 
ter C. Marshall, Protestant hospital association president and Fred A. McNamara, chairman of the Council on Association Relations, 





mittees. Cooperation between hos- 
pitals and other groups, public 
relations, membership of federal 
and state hospitals in state associ- 
ations and women’s auxiliaries also 
were discussed by this section. 

COMMUNICATIONS — The fourth 
section was led by Julian H. Pace, 
president-elect of the Texas asso- 
ciation. It was decided that a bulle- 
tin or newsletter is needed to keep 
the membership adequately in- 
formed, 


Special meetings: Two official din- 
ner meetings were held. One was 
the Friday evening banquet and 
the other a luncheon on Saturday. 

Melchior Palyi, Ph.D., research 
economist of Chicago, spoke on 
“Government Medicine in Europe” 
following the banquet. Mr. Palyi 
traced the growth of compulsory 
health insurance systems in such 
European nations as Germany, 
France and Great Britain. Ex- 
plained in his address were the 
underlying causes for the growth 
of corruption in the older German 
and French systems. 

J. M. Daniel, president of the 
South Carolina Hospital Associa- 
tion, discussed the responsibility of 
state associations for development 
of Blue Cross plans at the Saturday 
noon meeting. He described how 
the state association had sponsored 
the Blue Cross plan in South Caro- 
lina and how, after the plan had 
been organized, the hospitals and 
Blue Cross continued to work to- 
gether. 


Board Actions 


Last month President Truman 
and members of Congress received 
a message from the Association’s 
Board of Trustees. It was a copy of 
a resolution generally endorsing 
the recommendations of the Hoo- 
ver commission’s Committee on 
Federal Medical Service. The 


108 





Board, as it speaks for the Associa- 
tion, urged Congress to: 

1. Decide whether the federal 
government is to be responsible for 
hospitalization of veterans for or- 
dinary illnesses and nonservice in- 
juries. It recommended that the 
federal government furnish hospi- 
tal and medical care for needy 
veterans, but through prepayment 
programs. 

2. Decide whether the federal 
government should be responsible 
for hospital care for the dependents 
of military personnel. It recom- 
mended discontinuing such care in 
the continental United States and 
adjusting military pay sufficiently 
to permit purchase of prepaid hos- 
pital and medical care for such de- 
pendents. 

3. Create a federal bureau or 
agency with authority to insure 
coordination of all planning for 
federal hospital construction, pro- 
curement of hospital personnel. 
equipment and supplies. 

4. Limit the Veterans Adminis- 
tration hospital system to a size 
that can be maintained efficiently 
and staffed properly. It commended 
the President and the Veterans Ad- 
ministration for taking the first 
step recently (see HOSPITALS, Feb- 
ruary, page 124). 

5. Encourage coordination of 
medical and hospital services with- 
in the military services. The Board 
explained that the Association has 
taken no stand on the advisability 
of centralizing all federal medical 
care within one operating system 
but that it is convinced of the need 
for close coordination of all hospi- 
tals, military, nonmiltary, federal 
or nonfederal. 

Other resolutions: The Board also 
approved resolutions calling for 
legislation to: 

1. Extend the life of the Hospi- 
tal Survey and Construction Act 
beyond the present five-year limit 





and increase the annual appropria- 
tions. 

2. Enable states to provide Blue 
Cross or other voluntary prepay- 
ment protection, prior to need, to 
persons unable to pay for such 
protection. 

3. Permit voluntary payroll de- 
ductions for federal employees for 
prepayment of hospital care 
through nonprofit or other volun- 
tary plans. 

4. Set up a program for federal 
aid for research, education and 
training of physicians, nurses and 
other health personnel. 

The Board specified that legisla- 
tion on this fourth point should be 
considered on the basis of these 
five factors: The aim should be to 
provide more nurses; legislaticn 
should provide specifically for re- 
cruitment of nurses; if benefits are 
to be provided to schools of nurs- 
ing, they should be limited to those 
schools, both governmental and 
nonprofit, licensed by the proper 
authorities of each state; funds 
should be allocated geographically 
on a basis recognizing the need for 
nurses; the administrator of such 
an act should be required to secure 
approval of regulations and admin- 
istration by an advisory council 
with adequate representation of 
educators from the hospital, medi- 
cal and nursing professions. 

Women's auxiliaries: Some mat- 
ters other than legislative also 
were studied by both the Coordi- 
nating Committee and the Board at 
the February 2-3 meeting. One of 
the major actions was approval in 
principle of a revision of Associa- 
tion by-laws to permit women’s 
hospital auxiliaries to become 
members of the Association. 

Auxiliary groups organized in 
connection with institutional mem- 
ber hospitals will be invited to be- 
come contributing members to the 
program until the formal member- 
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fatients Kecover taster 


IN A CALM, QUIET HOSPITAL 


Acousti-Celotex has made this 4-bed ward in the new Hartford Hos- 
pital, Hartford, Conn., a restful haven of sound conditioned quiet. 


No matter how efficiently any hospital is planned, routine 
operation creates noise which directly affects the patients 
and nurses. How that noise is handled can make the 
difference between slow or rapid recovery of patients, 
between ease or strain on nurses. 

Unchecked noises echo and re-echo down hallways, 
into wards and around the rooms. Little by little, they 
pile up into one constant din that irritates everyone in 
the building. 

Modern Sound Conditioning absorbs unwanted hos- 
pital noise from ringing bells, clattering dishes and dis- 
tracting conversation. Immediately, voices are muted, 
doors shut quietly and calm, relaxing quiet replaces 
disturbing noise. 

For many years, now, Acousti-Celotex has been bring- 
ing beneficial quiet into hospitals from coast to coast. 





ne | 
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Your noise problem, too, can be solved quickly with this 
modern acoustical ceiling tile that can be painted and 
washed repeatedly without diminishing its high sound- 
absorbent efficiency. 


Contact your nearest Acousti-Celotex distributor 
(United States or Canada) for a complete, free analysis 
of the noise problem in your hospital. Or write directly 
to The Celotex Corporation, 120 South La Salle Street, 
Chicago 3, Illinois. 


Acousni-Cetotex 
douud Cndltoning 


PRODUCTS FOR EVERY SOUND CONDITIONING PROBLEM 


Noise from corridor traffic and telephone calls is absorbed 


in this sound conditigned foyer at Hartford Hospital. 
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Hartford Hospital’s diet kitchen is 
sound conditioned with Acousti- 
Celotex to quiet the clamor of pre- 
paring patients’ meals. 








AUXILIARIES' STORY 


Proceedings of the 
CONFERENCE of WQMEN’S 
HOSPITAL 
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The proceedings of the Con- 
ference of Women’s Hospital 
Auxiliaries have been published 
by the American Hospital Asso- 
ciation in booklet form. The 
121-page booklet includes in- 
formation on the organization, 
development, function, objec- 
tives and activities of women’s 
hospital auxiliaries. Copies are 
available at $1.50 each. 











ship structure and dues are estab- 
lished. The contributions were set 
at: $15 for auxiliaries in hospitals 
of 100 or fewer beds; $25 in hospi- 
tals of 101 to 300 beds and $50 in 
other hospitals. 

The Committee on Women’s 
Hospital Auxiliaries reported that 
more than $5,000 have been con- 
tributed toward this project. To 
augment this sum, the Board voted 
an appropriation of $10,000 from 
the reserve for contingencies fund. 
The project goal is $40,000. 

Other action: Among other ac- 
tions, the Coordinating Committee 
and the Board approved resolu- 
tions that: 

1. Approved the revised pro- 
cedure for training of auxiliary 
workers in nursing service (see 
page 35). 

2. Endorsed the 1949 plan for 
intern appointment with the un- 
derstanding that hospitals ap- 
proved for internship be polled to 
determine their viewpoint on 1950 
participation. 

3. Recommended adoption by 
the Association of American Medi- 
cal Colleges of a uniform blank for 
intern appointment and considera- 
tion of the establishment of a sin- 
gle accrediting agency for hospi- 
tal internships and residencies. 

4. Approved for publication the 
manual on essentials of a good hos- 
pital physical therapy department. 
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Unified Hospitals 


Early this year as President Tru- 
man called for the consolidation of 
plans for veterans’ hospitals, the 
joint armed forces committee on 
medical and hospital services had 
something to say about Army and 
Navy hospital eutbacks. 

Dr. Paul R. Hawley, chairman of 
the committee, came up with clear- 
cut recommendations in January. 
Last month, though Secretary of 
Defense James Forrestal had made 
no official announcement, it ap- 
peared that those recommendations 
soon would be realized. 

Three hospitals faced a complete 
shutdown. These were the Naval 
Hospital at Pearl Harbor, McCor- 
nack General Hospital at Pasadena, 
Calif., and the Army’s 22nd Gen- 
eral Hospital at Guam. 

Three hospitals facing reduction 
to station status were the Fort 
Toten General Hospital in New 
York, the Tilton General Hospital 
at Fort Dix, N. J. and the 183rd 
General Hospital at Anchorage, 
Alaska. All are Army facilities. 

Dr. Hawley’s committee had 
suggested further that all hospitals 
used jointly by the services be 
jointly staffed. In addition, the 
committee asked that 48 smaller 
facilities be reduced to dispensaries 
with no inpatient hospital care and 
that patients in 38 general hospi- 
tals be transferred to “suitable” fa- 
cilities of another service. 

Members of the Hawley commit- 
tee were: Maj. Gen. Raymond W. 
Bliss, Surgeon General of the 
Army; Rear Adm. Clifford A. 
Swanson, Surgeon General of the 
Navy, and Maj. Gen. Malcolm C. 
Grow, the Air Surgeon. Rear Adm. 
Joel T. Boone was the executive 
secretary. 


Cutbacks 


For the Veterans Administra- 
tion’s extensive activities, the $6,- 
896,264,628 expenditure of last year 
was not thought to be excessive, 
but cutbacks seemed certain dur- 
ing 1949. The Hoover commission 
already had made drastic recom- 
mendations for merging veterans’ 
hospitals with all other federal 
hospitals. The Bureau of the Budg- 
et also had asked for a cut of 16,000 
veterans’ hospital beds in January. 

Many congressmen, however, 


were not anxious for sharp re- 
trenchment in the veterans’ hospi- 
tal system. Senator Pepper (D., 
Fla.), subcommittee chairman of 
the labor and welfare group named 
to study the subject, said last 
month that he believed the vet- 
erans’ hospital system should be 
left undisturbed. He claimed “civil” 
hospitals already are overcrowded. 

Administration officials said ear- 
ly this year there were 103,833 
available hospital beds for ex- 
servicemen. Thirty-one new hospi- 
tals were under construction, rang- 
ing from 100 to 1,000 beds each. 
About 20 more were in the plan- 
ning stage. Officials said the prob- 
lem was to determine how such 
expansion could be integrated with 
the nation’s other hospital building 
programs. 

Early trimming: In February the 
Veterans Administration did some 
cutting on its own. It closed down 
its 13 branch offices—a move which 
was expected to bring a saving of 
$10,000,000 and da total reduction 
of 2,500 jobs. Although this did not 
affect the status of veterans’ hospi- 
tals directly, it eliminated field su- 
pervision and placed all regional 
offices and hospitals under the 
supervision of the central office in 
Washington. 

Administrator Carl Gray said 
the reduction in administration 
jobs did not mean 2,500 workers 
would be fired—some will be trans- 
ferred to new positions. He said 
the cutback primarily was an effi- 
ciency move designed to improve 
service to the veteran. Savings 
were important, but secondary. 


Physician Recruitment 


A countrywide drive to recruit 
4,000 doctors and dentists for the 
armed forces has been recommend- 
ed by a special medical advisory 
committee. Recommendations were 
sent to James Forrestal, Secretary 
of Defense. 

Committee members urged that 
medical students who completed 
their courses during World War II 
while others were in uniform as- 
sume the obligation to serve now. 
Their service was called necessary 
to relieve a shortage of doctors and 
dentists which is “critical.” 

Secretary Forrestal was asked to 
begin a recruiting drive immedi- 
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ately and to aim the program at 
approximately 15,000 young men 
who were deferred from service 
during the war. 

According to the committee re- 
port, the armed forces will be short 
1,600 physicians and 1,160 dentists 
by July 30. By December, it was 
estimated, the shortage would be 
about 2,200 doctors and 1,400 den- 
tists. 


No Deferment 

Doctors at Harvard University 
are not in favor of easing the draft- 
ing of pre-medical students. The 
university has refused to avail it- 
self of a selective service memo- 
randum which would allow the ac- 
ceptance of pre-medical students 
for future admission to medical 
schools. Selective Service also 
makes provision for advance draft 
deferment. 

The memorandum refers spe- 
cifically to men still in their first 
and second years of college. 





DEATHS BY AGE 


The average age at death in 
the United States during 1947 
was 3.6 years higher for women 
than for men, according to fig- 
ures released by the National 
Office of Vital Statistics. The 
average age at death for women 
was 66.9 years, as compared 
with 63.3 for men. 

In general, the average age of 
death has been increasing since 
1933, the first year in which 
data are available for all of con- 
tinental United States. For 
women the increase was 13 per 
cent—from 59.2 years in 1933 to 
66.9 years in 1947. This com- 
pares with an increase of 10 
per cent for men—from 57.5 
years to 63.3 during this period. 

For both sexes the average 
age at death was 64.8 years in 
1947, or an increase of 11 per 
cent, from 58.2 in 1933. 


Lowe 


WAVE Corpsmen 

The Naval Hospital Corps 
schools at Great Lakes, II]. and San 
Diego, Calif., now function as co- 
educational institutions. For the 
first time since the establishment 
of the WAVES, a selected group of 
28 women has been assigned. 

These WAVES will receive the 
Same curriculum as the male hos- 
pital corpsmen, a 12-week course 
of instruction in the basic funda- 
mentals of nursing, pharmacy and 
chemistry, laboratory technique, 
ward management, operating room 
Procedure, materia medica, first 
aid and minor surgery. 
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Scientifically Planned 


Central Service Rooms... 


CAsTLE engineers do continuous research on the problem 
of Central Service Rooms in the hospital. They are glad to 
consult with you on your particular requirements . . . to 
show you where and how to locate and equip your Central 
Service Room for maximum efficiency. 


WRITE: Wilmot Castle Company, 1184 University Ave., 


Rochester 7, N. Y. 


Central Sterile Service, installed be- 
tween 2 surgeries, provides for wash- 
ing and sterilizing instruments, sterile 
water, emergency sterilization of in- 
struments. 


Central Sterile Service for Sur- 
gery, dry goods, sterile water, 
utensils and instruments. A spe- 
cialized service designed for spe- 
cial needs. 


Central Service Room with pro- 
vision for bulk sterilization of 
dry goods and utensils and pro- 
duction of pure distilled water. 


General Supply Service for bulk 
sterilization of dry goods and 
utensils. Car and carriage safe- 
guard technique and facilitate 
continuous operation. 


LIGHTS AND 
STERILIZERS 
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Congress settled down to work 
quickly after the inauguration of 
President Truman. The important 
Interstate and Foreign Commerce 
Committee of the House was or- 
ganized late in January and its 
membership included 17 Demo- 
crats and 11 Republicans. These 
are the men who eventually will 





New Business Before the 81st Congress 


decide which health and medical 
bills will reach the House floor. 

In the meantime President Tru- 
man had asked for permanent au- 
thority, subject to the consent of 
Congress, to reorganize any execu- 
tive agency. The granting of this 
Authority — which expired last 
April 1—was recommended by the 








Now under construction 
in Williamsport, Pennsyl- 
vania, and Camden, New 
Jersey, are these two mod- 
ern hospitals, being built 
with funds raised in cam- 
paigns under our direc- 
tion. 


The 100-bed Divine 
Providence Hospital cam- 
paign in Williamsport had 


We obtained $2,408,000. 





TWO UNDER CONSTRUCTION 





an objective of $700,000. We obtained $751,898. The 292-bed Our Lady 
of Lourdes Hospital campaign in Camden had an objective of $2,200,000. 





Divine Providence Hospital 


Preliminary surveys are undertaken by this firm without cost or obli- 
gation. Catholic Hospital administrators will be interested in the booklet: 
“What Makes a Catholic Hospital Catholic,” prepared for a $1,500,000 
hospital building fund. Write for it today to Department S-4. 


B. H. LAWSON ASSOCIATES, INC. 


307 SUNRISE HIGHWAY 
ROCKVILLE CENTRE, NEW YORK 





Our Lady of Lourdes Hospital 
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Hoover commission. Mr. Truman 
also asked that the old reorganiza- 
tion law, which authorized Con- 
gress to reject any organization 
plan by.a majority vote of both 
houses, be continued. 

As these recommendations went 
to Congress, the Hoover commis- 
sion continued to report all of its 
recommendations for reorganiza- 
tion of the executive branch of the 
government. For changes in the 
federal medical picture, the com- 
mission presented the entire rec- 
ommendations of the Voorhees 
task force. (See HOSPITALS for 
February, page 120.) 


Hill-Burton 


A number of health bills were 
dropped into the legislative hopper 
in late January and February. Sen- 
ator Lister Hill’s S. 614, to amend 
the Hill-Burton Hospital Survey 
and Construction Act, was one of 
the most interesting. It asked for 
extension of the Hill-Burton pro- 
gram and for twice the financial 
aid that has been granted during 
the past three years. Among its 
important provisions: 

1. To extend the Hill-Burton 
Act six years beyond the first three 
years, for “the fiscal year ending 
June 30, 1950, and for each of the 
five succeeding fiscal years.” (The 
first year of the Hill-Burton pro- 
gram was the fiscal year ending 
June 30, 1947.) 

2. To increase federal appropri- 
ations from $75,000,000 to $150,- 
000,000 a year. 

3. To amend the individual proj- 
ect percentage so as to restore the 
variable federal participation in 
individual projects. (See Washing- 
ton Perspective. ) 

4. To authorize appropriations 
of $1,000,000 for administration, 
research and studies of coordinated 
planning and integration of hos- 
pitals. 

5. To provide that the surgeon 
general may withdraw approval of 
any state program which does not 
provide adequate state funds for 
the direct administration of its 
programs (not less than $15,000 or 
2 per cent of the total funds pro- 
posed to be spent during the year 
under the plan, whichever is the 
higher). 

A companion bill to S. 614 was 
introduced in the House and sev- 
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eral for - the - sake - of - the - record 
measures were added to the Hill- 
Burton collection. 


Health Units 


Senator Hill did not stop at pro- 
posing improvements for hospital 
construction. To attack another of 
the nation’s ills, he introduced a 
local public health units measure 
which commanded the support of 
Senators Saltonstall (R., Mass.), 
Cordon (R., Ore.), Douglas (D., 
Ill.), Chapman (D., Ky.), Smith 
(R., N. J.), Humphrey (D., Minn.), 
Malone (R., Neb.), Kefauver (D., 
Tenn.), Knowland (R., Calif.). 

Local public health units, ac- 
cording to many administrators, 
not only would protect the food 
and water supply of the nation, but 
ultimately would relieve the na- 
tion’s hospitals of many services 
that can be handled adequately in 
smaller units. Briefly, the public 
health units bill—S. 522,an amend- 
ment to the Public Health Service 
Act—would provide federal aid to 
encourage and assist each state in 
setting up a network of local units 
organized to provide basic fulltime 
public health services in all areas 
of the state. 

Under S.522, the surgeon general 
of the Public Health Service would 
determine the types of health serv- 
ices, including the training of per- 
sonnel for local public health work, 
which would be supported by fed- 
eral funds. Assuming that basic 
health services can be provided at 
a cost of $1.50 a person a year, the 
bill calls for enough federal funds 
to meet the financial need of each 
state, based on per capita income. 
The poorest states would receive 
grants covering as much as two- 
thirds of their total expenditures. 


Education 


In the field of medical education, 
Representative Smathers (D., Ala.) 
introduced H.R. 1779, a bill to set 
up a trust fund under the Commis- 
sioner of Education. Students with- 
in the top 25 per cent of their 
graduating classes could borrow up 
to $1,750 a year at 2 per cent to 
finance a medical education. This 
bill went to the House Committee 
on Education and Labor. 


Other Measures 

Research bills included measures 
for financing studies in epilepsy, 
leprosy, venereal diseases, cerebral 
Palsy, multiple sclerosis, arthritis 
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and rheumatism. A number of bills 
proposed construction of veterans’ 
hospitals in special areas. Three 
bills were introduced to extend 
coverage of old-age and survivors’ 
insurance system. 

In spite of the large number of 
bills introduced, few hearings con- 
cerning public health issues had 
been scheduled in February. Com- 
mittees chiefly concerned with 
health measures were too busy 
with important labor legislation 
which the President was anxious 
to organize first. 

On February 9, however, hear- 


ings began on H.R. 782, the bill de- 
signed to create a cabinet post for 
public welfare. Federal Security 
Administrator Oscar Ewing testi- 
fied in favor of the bill, and thus 
began paving the way for his pro- 
gram of expanded social security. 
It was expected—and predicted 
many months ago—that Mr. Ewing 
himself would become the first sec- 
retary of such a department if H.R. 
782 or a similar bill were passed. 
Meantime, the proposal was under 
discussion and being handled by 
the House Committee on Expendi- 
tures in the Executive Departments. 








TO SIMPLIFY 
SUPERVISION 
USE THE 
Marvin - Neitzel 


Collars and cuffs of dif- 
ferent colors according to 
function, floor, division— 
based on your own needs 
and devising—can simp- 
lify personnel control in 
your hospital. May we 
send a Marvin-Neitzel 
representative to discuss 
Color Identification ? 

Model H 701—A design 
adapted to your person- 


nel needs—from floor 
maid to kitchen help. 


At left, with colored 
lapels and cuffs, collar 
open. 


At right, with white 
lapels and cuffs, collar 
closed. 
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eitzel 


TROY, NEW YORK 














-- ORGANIZATIONS :- - 













Plans now are being completed 
for the first congress of the Inter- 
national Hospital Association, May 
30-June 4, at Amsterdam and 
Groningen, Holland. All hospital 
people in the United States and 
Canada have been invited to at- 
tend. 

The congress program includes 


Plans for First International Congress 


two meetings of the general assem- 
bly, presentation of a number of 
papers, and tours and side trips to 
hospitals and interesting places in 
the Netherlands for those persons 
who wish to spend some time 
sight-seeing. It is expected that 
the international federation’s con- 
stitution will be approved by the 
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Send for the NEW 
book on proper main- 
tenance of floors, full 


Floor Treatment and Maintenance 
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of information and 
methods on proper 
materials that will 
save floor surfaces, 
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Hillyard Floor Treatments and Mainte- 
nance Materials have been giving satisfy- 
ing service for almost half a Century... 
there is a Hillyard product for every dif- 
ferent type hospital floor . . . they are all 
Hi-Quality materials that add beauty to 
the floor, are easy to apply and reduce 


HILLYARD SALES CO's 


HILLYARD CHEMICAL CO. ST. JOSEPH, MO. 





Satisfaction! 





Cb-8 Floor Maintenance 
Cb-17 Building Maintenance 


Every product in the Hillyard line is made especially for cer- 
tain use, to restore problem floors and make them lastingly 


Hillyards maintain 
a Nation-wide service 
of floor treatment 
‘“*Maintaineers’’, if 
you have any floor 
or sanitation prob- 
lem call or wire us 
for the ‘“Maintain- 
eer’ nearest you, his 
advice is yours for the 
asking and at no ob- 
ligation on your part. 
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general assembly during the meet- 
ing. 

Dr. Donald C. Smelzer, execu- 
tive director of the Hospital Plan- 
ning Agency—Citizens’ Conference 
on Hospital Capital Requirements 
in Philadelphia and Vicinity and 
chairman of the _ Association’s 
Council on International Relations, 
will represent the Association. 
Congress chairman will be Dr. 
Rene Sand, president and chair- 
man of the federation executive 
committee and a professor of so- 
cial medicine at the University of 
Brussels. 

The American Express Company 
has been designated official trans- 
portation agent for persons wish- 
ing to travel to the meeting. Fur- 
ther information on the congress 
may be obtained by writing to 
Capt. J. E. Stone, honorary sec- 
retary and treasurer, King Ed- 
ward’s Hospital Fund for London, 
10 Old Jewry, London, E.C.2. 


New England 


Federal Security Administrator 
Oscar R. Ewing will speak on vol- 
untary hospitals in the federal pro- 
gram during the twenty-sixth New 
England Hospital Assembly this 
month. More than a thousand per- 
sons are expected to attend the an- 
nual assembly, which will be held 
March 28-30 at Boston. 

One highlight of the assembly 
program will be a combined trus- 
tee institute. This will be conducted 
during the general session on Tues- 
day, March 29. 

Dr. Albert G. Engelback, director 
of Mount Auburn Hospital, Cam- 
bridge, Mass., is New England 
president, and Lester E. Richwa- 
gen, superintendent of Mary Flet- 
cher Hospital, Burlington, Vt., is 
program chairman. 

The New England assembly in- 
cludes hospitals in Connecticut, 
Maine, Massachusetts, New Hamp- 
shire, Rhode Island and Vermont. 


Southeastern 


Program plans are being com- 
pleted for the annual Southeastern 
Hospital Conference, to be held 
April 27-29 at Biloxi, Miss. Hospi- 
tals in Alabama, Florida, Georgia, 
Louisiana, Mississippi and Tennes- 
see-are included in this regional 
organization. 

The main discussion topic at the 
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first formal session will be medical 
administrative problems. Other 
subjects include board and staff re- 
lations, education and training, fi- 
nances—sources of income and 
finances—practical economies. 


Three allied organizations will 
meet simultaneously with the hos- 
pital conference. These are the 
Southeastern Assembly of Nurse 
Anesthetists, Southeastern Confer- 
ence of Medical Record Librarians 
and Southeastern Hospital Phar- 
macists. In addition, the Hospital 
Dietitians of the Southeast may 
conduct a concurrent meeting. 


Burton M. Battle, superintendent 
of the New Orleans Hospital and 
Dispensary for Women and Chil- 
dren, is president of the Southeast- 
ern conference. Mrs. Jewel W. 
Thrasher, R.N., superintendent of 
Frasier-Ellis Hospital, Dothan, 
Ala., is president-elect. 


New Location 


The offices of the Association of 
Western Hospitals and the Asso- 
ciation of California Hospitals 
moved on December 1, 1948. Their 
new address is 26 O’Farrell Street, 
Suite 400-403, San Francisco 8. 
Thomas F. Clark is the executive 
secretary of the associations. 


Omaha Council 


New officers for 1949 were 
elected recently at the annual 
meeting of the Omaha Area Hospi- 
tal Council. Hal G. Perrin, admin- 
istrator of Bishop Clarkson Mem- 
orial Hospital, was installed as 
president. Elected were: 

President-elect, James G. Carr, 
assistant superintendent of Uni- 
versity Hospital; secretary, Paul G. 
Finnman, assistant treasurer of 
Immanuel Hospital; treasurer, Sis- 
ter Mary Kevin, director of the 
school of nursing at St. Catherine’s 
Hospital 

Last year’s president was Dr. 
Harold Lueth, dean of the Univer- 
sity of Nebraska College of Medi- 
cine and chairman of the Ameri- 
can Hospital Association’s Council 
on Education. 


Rehabilitation 


The third annual convention of 
the Association for Physical and 
Mental Rehabilitation will be held 
at New York City, May 18-21. 
Chairman of the convention will 
be Leo Berner, chief corrective 
therapist of the Bronx Veterans 
Hospital. About 500 delegates will 
attend, representing the Veterans 


MARCH 1949, VOL. 23 



















Administration, Army, Navy and 
civilian rehabilitation agencies. 


South Carolina 

Officers for this year were 
elected recently at the annual 
meeting of the South Carolina Hos- 
pital Association. Wilson W. Low- 
rance, superintendent of Tuomey 
Hospital, Sumter, was installed as 
president. New officers named 
were: 

President-elect, James L. Rog- 
ers, superintendent of the Spartan- 


burg General Hospital; first vice 
president, T. B. Stevenson, super- 
intendent of the Colleton County 
Hospital, Walterboro; second vice 
president, Rev. W. M. Whiteside, 
superintendent of the Baptist Hos- 
pital, Columbia; third vice presi- 
dent, Sister Bernadette, superin- 
tendent of St. Eugene Hospital, 
Dillon; secretary-treasurer (re- 
elected), Allen D. Howland, exec- 
utive director of the South Caro- 
lina Hospital Service Plan, Green- 
ville. 
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EDUCATION 





Northwestern Administration Graduates 


Ten students enrolled in the 
Northwestern University, Chicago, 
course in hospital administration 
qualified for degrees last month. 
According to Dr. Malcolm T. Mac- 
Eachern, director of the university 
program and associate director of 
the American College of Surgeons, 


these students have completed the 
academic and administrative resi- 
dency requirements for degrees. 

Graduates, their degrees and 
present jobs are: 

BRETT, LAWRENCE, M.H.A., ad- 
ministrator of Lexington (N.C.) 
Memorial Hospital. 
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DAMIANI, EILEEN G., B.H.A,, 
continuing for an M.H.A. 

DEANER, HAYDN M., B.H.A., as- 
sistant administrator of Truesdale 
Hospital, Fall River, Mass. 

DUDLEY, Harry O., M.H.A., ad- 
ministrative assistant at Mount 
Sinai Hospital, Chicago. 

MatTTIx, CHARLES B., B.H.A. 

PEARSON, CHARLES E., B.H.A, 
administrator of Highland Sani- 
tarium, Shreveport, La. 

PRESCOTT, EDWIN H., B.H.A., as- 
sistant administrator of Williams- 
port (Pa.) Hospital. 

ROBINSON, JAMES A., JR., M.H.A. 

SELLERS, THOMAS B., JR., M.H.A., 
administrator of Ola Hermann 
Hospital, Houston. 

SOLHEIM, MANLEY C., B.H.A. 

Residency appointments for 
some students who have completed 
academic study also were an- 
nounced by Dr. MacEachern. Each 
student will spend one year in resi- 
dency at a hospital under the su- 
pervision of an approved precep- 
tor. Students, preceptors and hos- 
pitals are: 

ANDERSON, WILLIAM L., to Dr. 
Kenneth B. Babcock, director of 
Grace Hospital, Detroit. 

BESHEARS, MANSFIELD, to Leslie 
D. Reid, superintendent of Presby- 
terian Hospital, Chicago. 

MILLIS, EVELYN M., to Elise’I. 
Biechler Jr., administrator of 
Westlake Hospital, Melrose Park, 
Til. 

Roy, RALPH L., to J. M. Crews, 
administrator of Methodist Hospi- 
tal, Memphis. 

RYBERG, ERNEST A:, to Leo M. 
Lyons, director of St. Luke’s Hos- 
pital, Chicago, for six months, and 
to Charles A. Lindquist, superin- 
tendent of Sherman Hospital, Fl- 
gin, Ill., for six months. 


Rochester Seminars 

The third in a series of college- 
credit courses, sponsored by the 
Council of Rochester (N. Y.) Re- 
gional Hospitals in cooperation 
with the University of Rochester, 
was announced in the council Bul- 
letin last month. To meet during 
the university spring term, the 
course will consist of two two-hour 
seminars on alternate Fridays. 

Specific phases of the theory 
and practice of hospital adminis- 
tration will be covered during the 
term. Construction and equipment 
problems will be emphasized dur- 
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ing the course, which has been 
planned especially for administra- 
tors of small community hospitals. 

Tuition for each registrant will 
be paid by the council and some 
overhead expenses will be under- 
written by the university. 


Hospital Affiliation 
The proposed Hunterdon County 


(N. J.) Medical Center will be-— 


come a member of the New York 
University-Bellevue Medical Cen- 
ter’s Regional Hospital Plan. This 
will be one of the first partnerships 
between a rural medical center and 
a metropolitan university-affiliated 
medical center. The plan, which 
now is in its second year of opera- 
tion, is a teaching program for 
rural and suburban hospitals fi- 
nanced by the Kellogg Foundation. 

The Hunterdon affiliation, ad- 
ministered under the regional hos- 
pital plan, will include the provi- 
sion for a member of the teaching 
staff of New York University-Bel- 
levue to sit on the medical board of 
the Hunterdon center. There also 
will be an exchange system for fac- 
ulty and staff members. 


Mental Institute 


The American Psychiatric Asso- 
ciation will conduct a mental hos- 
pital institute at Philadelphia, 
April 11-15. The announcement 
was made by Dr. William C. Men- 
ninger, president of the associa- 
tion. 

The purpose of the institute will 
‘ be to start the drive to improve 
mental hospital services in the 
United States and Canada. Partici- 
pants will study methods for solv- 
ing the problems of personnel 
shortages, lack of uniform admin- 
istrative procedures and inade- 
quate public and financial support. 


Public Education 


In a novel program of public 
education, the Hospital Council of 
New York is clarifying hospital 
terms for the man on the street. 
The council project is intended to 
encourage interest and responsi- 
bility for local hospital programs. 

Accordingly, the council has 
published a special bulletin. It 
contains interpretations of the 
meaning of hospital, governing 
body, hospital bed, bed capacity 
and bed complement, and patient 
day. Illustrative material also is 
Included in the bulletin. 

To interest the layman further, 
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the special bulletin cites hospital 
accomplishments in the New York 
area and shows statistically what 
still needs to be done. 


Ophthalmologists 


According to a recent announce- 
ment, the American Board of 
Ophthalmology does not evaluate, 
approve or disapprove any ophthal- 
mic residency toward fulfillment 
of requirements for candidates for 
board examinations. Qualified can- 
didates who complete the pre- 
requisites will be accepted for ex- 
amination. 

A list of prerequisites may he 
found in the board’s booklet of in- 


formation. Copies are available 
from the secretary, 56 Ivie Road, 
Cape Cottage, Maine. 


Orthopedics Course 


A postgraduate course in ortho- 
pedics for nurses is being offered 
by the University of Illinois Hos- 
pitals at Chicago. The course is 
four months long and will be given 
three times a year, starting in Jan- 
uary, May and September. The 
students will have clinical experi- 
ence as well as study of the social, 
psychological and preventive as- 
pects of crippling. A study of re- 
habilitation will be included in the 
course. 
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Annual Approval Survey by Surgeons 


The thirty-first annual hospital 
standardization report of the 
American College of Surgeons, 
covering 1948, was released last 
month. Out of a total of 3,947 hos- 
pitals surveyed, 3,150 were ap- 
proved fully, for an approval per- 
centage of 79.7. These figures re- 
flect little change since the 1947 
college survey, when 3,143 out of 
3,900 hospitals were approved. 

The largest group of non-ap- 
proved hospitals in the current 
survey were those of from 25-49 
beds. Of these, 54.5 per cent, or 
351, were not approved and 45.5 
per cent, or 293 were approved. 

The highest percentage of ap- 
proved hospitals—94.1—-was in the 
group having 100 or more beds. 
These hospitals had 2,073 approved 
and 130, or 5.9 per cent, not ap- 
proved. 

Surveyors are sent to hospitals 
in the United States, Canada and a 
few other countries by the college 
for the annual study. 


A point rating system was used 
for the first time in 1948. This pro- 
gram, according to Dr. Malcolm 
T. MacEachern, associate director 
of the college, is an attempt to 


' achieve a certain amount of pre- 


cision in evaluating hospitals, with 
emphasis on the quality of profes- 
sional services and care of the pa- 
tient. In Atlantic City last Septem- 
ber, the American Hospital Asso- 
ciation’s House of Delegates ap- 
proved a resolution which com- 
mended both the college approval 
program and its point rating sys- 
tem. 


Nebraska Resolution 

The Nebraska State Legislature 
has gone on record as being op- 
posed to “any form of compulsory 
insurance, or any system of medi- 
cal care designed for national bu- 
reaucratic control.” A copy of the 
resolution was sent to President 
Truman, the presiding officers of 
the Senate and House, and to each 


senator and congressman from Ne- 
braska. 

In one section of the resolution, 
Nebraska congressmen and sena- 
tors were asked to use every effort 
to prevent enactment of compul- 
sory insurance legislation. 


New York Legislation 

Among the many health meas- 
ures before the New York State 
legislature are a number which af- 
fect hospitals directly. Last month, 
Emanuel Hayt, counsel for the 
Hospital Association of the State of 
New York, reported favorably on 
one proposal and opposition on an- 
other. 

According to Mr. Hayt’s report, 
the Greater New York Hospital 
Association and the Hospital Asso- 
ciation of the State of New York 
are in favor of an amendment to 
the nurse practice act. Scheduled 
to go into effect April 1, the new 
act restricts nursing to registered 
professional and licensed practical 
nurses. : 

The amendment would exempt 
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attendants and auxiliary workers 
in hospitals where adequate medi- 
cal and nursing supervision is pro- 
vided. The law now exempts atten- 
dants in hospitals if proper super- 
vision is provided. 

According to Mr. Hayt’s analy- 
sis, legally incorporated hospitals 
should have subsidiary nursing 
aides exempted for, ‘while there 
has been some improvement in the 
nursing situation, the number of 
practical and professional nurses 
available is still too small to dis- 
pense with the use of auxiliary 
workers in hospitals.” 

Opposition: A proposed bill, 
which would prohibit public or 
semi-public hospitals from barring 
certain registered physicians and 
surgeons, is opposed by the two 
New York State associations. 

The bill would make it misde- 
meanor for these hospitals, sup- 
ported in any way by public funds, 
to refuse to permit any state li- 
censed doctor to diagnose, treat or 
operate on any patient in any such 
hospital. Under the proposed law, 
the hospital could not refuse ad- 
mission to any patient who had 
been recommended to or sent to 
them by the doctor. 

Mr. Hayt said that such a law 
would cause the hospitals to lose 
approval by the American College 
of Surgeons and by the American 
Medical Association because ‘‘ap- 
proved standards of medical care 
are no longer being observed.” 

The governing board of the in- 
dividual hospital, Mr. Hayt said, 
should preserve its function of se- 
lection and- maintenance of its 
medical staff. 


Indigent Aid 


Allegheny County (Pa.) state 
senators and representatives have 
endorsed increased state aid for 
indigent care to hospitals in the 
area. The approval was voted at a 
meeting of state legislators, hos- 
pital officers and trustees in Janu- 
ary. 

A resolution, unanimously ap- 
proved by persons attending the 
meeting, said that the present state 
appropriation of about $1,000,000 
a year was inadequate for the care 
of county indigent by the volun- 
tary hospitals. It was recommended 
that “future payments by the state 
be increased to more nearly com- 
Pensate these hospitals for the ac- 
tual cost incurred.” The present ap- 
Propriation takes care of an esti- 
mated half of the yearly bill. 
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Also approved at the meeting, 
which was conducted by the Hos- 
pital Council of Western Pennsyl- 
vania, was a proposal to appoint a 
combined committee of legislators 
and council representatives. Com- 
mittee members would study the 
problems of caring for the county’s 
indigent sick and would collect 
data on the costs. of such service. 


Pyschiatrists in Hospitals 


Psychiatrists now make _ the 
rounds: with regular doctors at 


Mount Sinai Hospital in New York. 
Under a new program, the psy- 
chiatrists call attention to the psy- 
chological aspects of different ill- 
nesses, thus assisting both patient 
and doctor. 

Dr. Martin R. Steinberg, director 
of the hospital, said he believes 
Mount Sinai is one of the few hos- 
pitals in the country offering this 
service. A staff of 70 psychiatrists 
accompany the 200 doctors on their 
rounds in the hospital, which has 
800 beds, 500 of which are in 
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wards. The psychiatrists discuss 
with the doctors the individual 
needs of each patient. 

The psychiatrists conduct con- 
ferences five times a week to dis- 
cuss experiences in the wards and 
their theories. If a patient needs 
attention along psychiatric lines as 
well as physical, the psychiatrist 
recommends that he be transferred 
to the psychiatric ward. 


Mount Sinai has been conducting 
an intensive “education for the 
physician” program since 1945. 
The new psychiatric method is a 
single phase of this program. 


Nursing Workshop 


To ease the shortage of nurses 
and improve the nursing service in 
Indiana, a workshop based on the 
report, ‘Nursing for the Future,” 
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by Esther Lucille Brown, Ph.D,, 
was conducted recently at Indiana 
University. 

Workshop participants repre- 
sented physicians’ groups, hospital 
administrators, nursing directors, 
educators and the public. 

The question used as the basis 
for the workshop was: ‘What 
Should Indiana Plan in Relation to 
Recommendations on ‘Nursing for 
the Future’?” Two recommenda- 
tions were made by the workshop 
participants. 

The first dealt with nursing serv- 
ices. Specifically it was recom- 
mended that: There should be 
functional job and cost analyses 
research; a plan should be devel- 
oped to produce better relation- 
ships between nursing personnel, 
the public and other professional 
personnel in the field of health; 
there should be a plan for giving 
recognition and appropriate finan- 
cial return for the general staff 
nurse, and a survey should be 
made to determine the nursing 
needs of Indiana. ° 

The second recommendation re- 
lated to nursing education. The 
members of the workshop sug- 
gested that: A four-year degree 
curriculum be established for basic 
nursing education to be followed 
by graduate nursing education of 
university caliber; a curriculum be 
set up for training practical nurses; 
the present three-year hospital 
curriculum be improved; educa- 
tional and clinical facilities be 
combined throughout the state; 
nurses for research be trained as 
soon as possible; educational, liv- 
ing and working environments be 
improved in nursing schools, and 
all proposed and existing nursing 
education programs be improved 
and expanded concurrently. 


Eradication? 


Dr. Herbert L. Mantz of Kansas 
City, president of the National 
Tuberculosis Association, has an- 
nounced that the fight against tu- 
berculosis in the United States has 
reached the eradication stage. 

Of the 500,000 men, women and 
children with tuberculosis in the 
nation, fully half can be reached 
by authorities, according to Dr. 
Mantz. Tuberculosis drives backed 
by public cooperation must be used 
to find the remaining 250,000 per- 
sons. 
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Annual Report of Year's Service 


In its annual report issued in 
mid-February, the Veterans Ad- 
ministration presented all the sta- 
tistics necessary to show what a 
big job it has done in the fields of 
medical care and hospitalization. 
Quantitatively, there was little 
change from the figures of the pre- 
ceding fiscal year. 

At the beginning of the fiscal 
year, there were 123 administration 
hospitals with an available ca- 


pacity of 101,300 beds. At the close - 


of the fiscal year there were 125 
hospitals with 102,200 beds. The 
average patient load had been 105,- 
900 during fiscal 1948, compared 
with 98,200 patients during fiscal 
1947. 

Only 15 per cent of the general 
medical and surgieal patients had 
service disabilities, but 47 per cent 
of the tuberculosis and 43 per cent 
of the neuropsychiatric patients 
were in that category. 


Of the veteran patients hospital- 
ized on June 30, 1948, 88 per cent 
were in agency hospitals, 8 per cent 
were in other federal hospitals 
(Army and Navy, 6 per cent; Fed- 
eral Security Agency, 2 per cent) 
and the remaining 4 per cent were 
in civil, municipal or state hospi- 
tals. i 

Utilization: There were 549,000 
admissions to veterans’ hospitals 
and 548,000 discharges. The ayver- 
age length of stay was 52 days. 
There was a professional fulltime 
staff of 3,536 physicians, 947 den- 
tists and 11,065 nurses. There also 
were 2,000 part time physicians, 
700 consultants and 1,200 ASTP 
and V-12 physicians on loan from 
the Army and Navy, 2,000 resi- 
dents and 1,000 cadet nurses. 

The average cost per patient day 
in veterans’ hospitals rose 4.4 per 
cent to $9.05 during the fiscal year. 
Of the 102,200 operating beds on 


June 30, 1948, 91,300 were occu- 
pied—a bed utilization of 89 per 
cent. 

Though the average stay was 52 
days, the administration report 
said that 50 per cent of the patients 
discharged during fiscal 1948 had 
remained in a hospital 19 days or 
less, the median length of stay. The 
average, according to the report, is 
influenced heavily by the small 
proportion of patients who stay in 
the hospitals a very long time. 


Training 

Veterans Administration training 
programs, medical care and serv- 
ices went on as usual despite 
changes and proposed alterations. 
In a medical personnel survey con- 
ducted especially for the adminis- 
tration by the occupational outlook 
service of the Bureau of Labor 
Statistics, it was learned that vet- 
erans’ hospitals will need more 
personnel trained in medicine and 
psychology in the next few years. 
This in itself was not news, but 
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Essential Ally of the Profession for 


Prevention ... Diagnosis ...Therapy 


In addition to the many Iodine spe- 
cialties, the following Iodine prep- 
arations, official in United States 
Pharmacopoeia XIII and National 
Formulary VIII, are widely pre- 
scribed in everyday practice: 





U.S.P. Xl 


CALCIUM IODOBEHENATE 
CHINIOFON 
DILUTED HYDRIODIC ACID 
HYDRIODIC ACID SYRUP 
IODINE 
STRONG IODINE SOLUTION (LUGOL’S) 
IODINE TINCTURE 
IODIZED OIL 
IODOPHTHALEIN SODIUM 
IODOPYRACET INJECTION 
POTASSIUM IODIDE 
SODIUM IODIDE 





N.F. VIII 


AMMONIUM IODIDE 
FERROUS IODIDE SYRUP 
IODINE AMPULS 
IODINE OINTMENT 
IODINE SOLUTION 
PHENOLATED IODINE SOLUTION 
STRONG IODINE TINCTURE 
IODOCHLOROHYDROXYQUINOLINE 
JODOCHLOROHYDROXYQUINOLINE TABLETS 
1ODOFORM 
POTASSIUM IODIDE SOLUTION 
POTASSIUM IODIDE TABLETS 
COLLOIDAL SILVER IODIDE 
SODIUM IODIDE AMPULS 
THYMOL IODIDE 


An Antiseptic of Choice 


\ODINE TINCTURE 
y.s.P. Xt (2%) 
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IODINE 
EDUCATIONAL 
BUREAU, Inc. 


120 BROADWAY, NEW YORK 5,N. Y. i 


AT THE institute organization meeting of the Veterans Administration Hospital Managers 
Institute were (left) Dr. E. B. Quarles, institute director, Frank E. Miller and Donald C. 
Stone, who were two of the administration's hospital managers attending the meeting. 


the resulting statistics were of in- 
terest to almost everyone con- 
cerned with medical care. 

It was estimated that about two- 
thirds of this year’s 5,543 medical 
graduates (from schools accredited 
by the American Medical Associa- 
tion) and all of the 1,575 dental 
graduates will be needed to re- 
place the physicians and dentists 
who are about to retire or who 
will die in 1949. This means only 
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small personnel expansion will be 
possible in any of the nation’s hos- 
pital systems. Pharmacy graduates 
are likewise in demand, but by 
1950 it was expected the 1948 total 
of 1,975 would be doubled. 
Meanwhile, agency advisement 
and guidance officers were using 
the study as an aid in counseling 
disabled veterans who plan to take 
educational and training courses. 
In a further effort to partially re- 
lieve the medical personnel short- 


| age, the administration planned 


more training programs for correc- 
tive therapists. The sixth course 
recently was completed at Winter 
Hospital in Topeka, Kan., where 
studies were made of the needs 
and problems of neuropsychiatric 
patients. 

The Institute for Hospital Man- 
agers also was well under way. 
(See HosPITALs for February, page 
124.) Administrators-to-be were 
studying personnel management, 
medical education, fiscal manage- 
ment, public relations and related 
fields. Joseph G. Norby, president 
of the American Hospital Associa- 
tion, addressed the group, and Al- 
bert V. Whitehall, director of the 
Association’s Washington Service 
Bureau, led a discussion of the 
Hill-Burton Act. 

After the four-week institute has 
been completed, students will spend 
one month’s duty at the hospitals 
of the instructors. 
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